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The reaction of the skin to various irri- 
tating substances, while of the same gener- 
al character, may vary somewhat according 
to the nature of the irritant, and it is some- 
times possible to determine the type of the 
irritating agent by the reaction itself. 
Thus, the characteristic effect of certain 
chemical substances, such as phenol, is well 
known. The specific features of such re- 
action depend on the strength of the sub- 
stance employed. Pure acids and alkalis 
destroy the integument before it has time 
to oppose any defence, but if the acid or al- 
kali is suitably diluted, any degree of ir- 
ritation and of consequent reaction can be 
produced. The only factor involved, be- 
sides the nature and strength of the irritat- 
ing agent, is the resistance of the tissues 
as affected by their condition. 

Many substances, quite innocuous or in- 
deed stimulating under ordinary conditions, 
may readily produce more or less irritation, 
and even destruction, if the conditions 
under which they act are altered. The 
rays of the sun are a striking example. 
Exposure to the solar rays under judicious- 
ly controlled conditions not only is free 
from injurious effect, but frequently pro- 
duces astonishing stimulation of growth or 
repair. However, as painful experiences 
have taught many of us, careless exposure 
to the sun can produce very definite and 
incontrovertible tissue irritation and, in 
extreme cases, actual destruction. 


The effect of X-rays and of radium rays 
on the skin resembles in many ways that 
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of the sun, but there are also certain out- 
standing points of difference. In both 
cases exposure beyond. certain limits will 
cause the appearance of more or less pro- 
nounced evidences of irritation, from ery- 
thema to vesiculation, and finally to necro- 
sis; in both, these evidences are confined to 
the surface directly exposed, and in both 
the appearance of the surface in corres- 
ponding degrees of irritation bears many 
points of resemblance. Besides the degree 
of exposure required to produce irritation, 
such reaction depends in both cases on the 
complexion of the individual (degree of 
natural pigmentation), the part of the body 
(thickness of the skin or number of cell lay- 
ers), and the metabolic state of the skin as 
affected by circulatory and nervous activi- 
ty. 

However, solar dermatitis and radioder- 
matitis differ much in reaction time. In 
the former, reaction follows action within 
a few hours; in the latter, reaction seldom 
appears before from five to twenty days 
(generally seven to fourteen). While a 
relatively thin layer of any material sub- 
stance will provide adequate protection 
against the solar rays, such protection in 
the case of X-rays and radium rays re- 
quires a sufficient layer of material of high 
—e weight, such as lead foil or sheet 
ead. 

With the increased use of X-rays, both 
for diagnostic and therapeutic purposes, 
it is but natural that radiodermatitis should 
be more common. While improvements in 
technic and more accurate methods of 
measuring dosage have made it easier for 
the experienced radiologist to avoid ex- 
treme degrees of cutaneous irritation or 
destruction, instances of accidental “‘burns” 
continue to occur. In diagnostic radiology, 
such accidents usually happen ih the hands 
of the inexperienced. In treatment, radio- 
dermatitis is not so commonly “accidental.” 
In treating many lesions, particularly the 
resistant types of malignancy, it is often 
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Fig. 1!.—Area of radiodermatitis, right lower quadrant 
of abdomen, December 7, 1923 (photograph from original 
colored drawing). Entire area depressed from 5 to 8 mm. 
below the surrounding surface, and covered with dirty 
gray or greenish-gray necrotic papier mache coating. 
Margins of area distinctly thickened and of dusky red 
hue. Considerable seropurulent discharge. Intense pain 
for months. 


necessary to give the maximal dose permis- 


sible, and, since the skin varies somewhat 
in sensitiveness, there is more or less mark- 
ed local reaction in certain cases. There 
is also the possibility of technical errors, 
such as the incorrect measurement of dis- 
tance, the omission of filters, with a tech- 
nic requiring filtration, and inaccurate 
timing. Indeed, when severe forms of 
radiodermatitis are encountered, they are 
nearly always the result of such errors. 

The determination of X-ray dosage (or 
exposure time in radioscopy and radio- 
graphy) is based on the following factors: 
effective voltage at the tube terminals; dis- 
tance from the tube focal spot to the skin; 
intensity (milliamperes) of the current 
passing through the tube; quality or effec- 
tive wave-length (degree of filtration) and 
time of exposure. An error in any of those 
factors may lead to more or less serious 
complications. At a given voltage, inten- 
sity (m. a.) and focal skin distance, the 
quality and degree of filtration may greatly 
alter the latitude of exposure. 


Reaction of the Skin 


Radiodermatitis may be acute or chronic, 
and like dermatitis caused by any other 
agency, may vary from a faint erythema- 
tous blush ending in pigmentation to vio- 
lent inflammation with edema, and termi- 


_ nating in ulceration. 


While all stages of 
reaction may be encountered, it is conven- 
venient to consider acute radiodermatitis 
as occurring in three degrees. 


First Degree.—This includes the milder 
forms of reaction phenomena, character- 
ized by erythema, a sensation of heat and 
depilation. It appears, generally from ten 
to twenty days following exposure, as a dif- 
fuse blush. The patient complains of a hot 
burning sensation. If the surface involved 
is relatively flat, and if the field exposed is 
confined to a geometric figure bounded by 
protective material opaque to the rays, the 
zone of reaction will be sharply outlined. 
However, such delineation will be more or 
less obscured or absent if the area exposed 
is concave or convex, or if no opaque mate- 
rial is used to limit the action of the rays. 
After three or four days the symptoms 
begin to subside and the erythema gradu- 
ally gives way to a brownish or “tan” pig- 
mentation. With this reaction may be in- 
cluded a slightly more severe grade in which 
all the symptoms are slightly accentuated 
and which ends in desquamation. Repeated 
doses to the point of first degree dermatitis, 
instead of increasing the tolerance of the 
skin, seem to render it somewhat more sen- 
sitive. 

Second Degree.—Here the irritation has 
been greater and the consequent reaction is 
more intense. The erythema appears a 
little earlier, is distinctly more pronounced, 
sometimes assuming a livid hue, and is fol- 
lowed by a stage of exfoliation lasting from 
one to three weeks. Slightly stronger dos- 
age causes the vesicular phenomena to be 
more accentuated, and to be accompanied 
by exudation and an intense burning or 
“raw” sensation. This becomes particularly 
marked when the vesicles begin to break 
and their epidermal covering to separate. 
For several days the resulting raw surface 
is bright red and covered with exuding 
serum. This gradually dries until a fresh 
epidermic layer has formed. The clinical 
picture may become complicated by mild in- 
fection. Before, or simultaneously with, 
the vesiculation, the primary erythema 
gradually shades off into a more or less 
marked epidermal bronzing. The symp- 
toms, of course, are more pronounced and 
more distressing. Irritation to this degree 
leads to atrophy and, after from one to 
three years, to telangiectasis. If repeated 
several times at relatively short intervals 
(one to two months), it may, in a few cases, 
lead first to subcutaneous edema, and later 
to a dense brawny induration. However, 
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this does not take place until months after- 
ward and, according to our observations, 
only in obese persons. We have seen this 
end result in two cases; in both, slight 
trauma caused sluggish ulceration which 
healed spontaneously. 


The experiments of Martin have shown 
that increased heat and moisture, such as 
occurs between surfaces habitually or fre- 
quently in apposition (axilla, groin, peri- 
neum and fatty folds in obese persons), 
have a distinct tendency to render the skin 
over such regions more radiosensitive. The 
topical use of certain chemical substances 
also has been shown to increase the sensi- 
tiveness of the skin. Among these may be 
mentioned: iodin, scarlet R, mercury, pyro- 
gallic acid, cantharides, resorcin, betan- 
aphthol, tar, iodoform, sulphur and salicy- 
lic acid. These substances are most potent 
in the form of ointments. While the im- 
portance of such knowledge is greatest in 
X-ray treatment of diseases of the skin, it 
is also of capital significance in any appli- 
cation of radiotherapy; it may frequently 
help to explain the occurrence of reactions 
which, otherwise, would be insoluble mys- 
teries. It is on such factors as this and on 
unrecorded errors in technic that most of 


the reported instances of so-called idiosyn- 
cracy are based. 


Third Degree.—To produce such extreme 
effects the exposure must be grossly over- 
done. They are practically always the 
effect of gross errors in dosage estimation 
or administration. Tie result may be 
especially tragic if more than one dosage 
factor is involved. In such cases evidence 
of extreme irritation may appear within two 
or three days, and, after passing through 
short stages of intense erythema, and vesi- 
culation, proceed to the point of ulceration. 
Such ulceration may be slight, moderate or 
severe; it may involve only the skin or may 
extend into the underlying tissues. This 
destructive process has several distinguish- 
ing features; it is limited, either wholly or 
on one or more of its sides, by a relatively 
sharp outline corresponding to the area ex- 
posed; its surface is covered by a greyish 
or greenish grey necrotic layer, with sero- 
purulent exudate; the ulcerated surface 
gives rise to excruciating pain lasting for 
months or years, and the natural tendency 
to repair is held in abeyance. The acute 
phenomena gradually subside and the lesion 
passes into a chronic state characterized by 
pain, a dirty grey or greenish grey, papier 
maché coating and little or no tendency to 
repair. The margins are irregularly thick- 





Fig. ,2.—Partial epithelization, December 17, 1923, and 
remaining central portion covered with granulations, 


ened, extremely tender, and of a dusky red 
hue, indicating dense roundcell infiltration. 
In relatively mild forms of third degree 
reaction, the ulcerated surface may heal 
rapidly, but later, under the provocation of 
even slight trauma, may again break down 
and remain indefinitely in a state of chronic 
ulceration. In other cases the involved 
area may remain intact for a long period 
without breaking down, but, if traumatized, 
small ulcers develop and gradually extend 
to the margins of the field. The patients 
suffer intense pain, sleep is seriously inter- 
fered with, and their general condition de- 
teriorates. The severe and continued suf- 
fering frequently leads to the acquisition of 
the narcotic habit and, in some instances, 
suicidal tendencies develop. 


It is an interesting fact that tissue injury 
to this extent is more common in radios- 
copy and radiography than in radiotherapy, 
and is usually the consequence of excessive 
zeal, lack of experience, or both. The 
roentgenologist, interested in some unusual 
finding, anxious to make a diagnosis in a 
difficult case, or wishing to observe the be- 
havior of certain physiologic or pathologic 
phenomena, may lose sight of the total ex- 
posure, particularly if, after the roentgeno- 
scopic examination, the same region is 
further exposed for serial roentgenograms. 
In such cases it is usually the skin of the 
back, which, being nearest to the tube, 
bears the brunt of the insult. 


Chronic Radiodermatitis. 


Chronic radiodermatitis, according to the 
mode of its production, may be of three 
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types: it may follow the acute phases of a 
third degree reaction as the result of a 
single grossly exaggerated exposure; it may 
appear as the late sequel of a moderately 
acute radiodermatitis followed by repeated 
exposure for a prolonged period. In some 
cases repeated exposure for many years, 
even in the absence of a primary acute der- 
matitis, may finally lead to chronic changes. 
The two last types are usually encountered 
in mature radiologists. It commonly in- 
volves the dorsum of the left hand, because, 
in the early days, many pioneers not realiz- 
ing the danger, and not having the advan- 
tage of our present knowledge and methods 
of protection, acquired the habit of testing 
the quality of their X-ray tubes by inter- 
posing the left hand between the tube and 
the fluorescent screen. This form of radio- 
dermatitis is characterized by dryness, 
thickening and a tendency to crack. Sucha 
skin is easily irritated, especially by small 
doses of X-rays, and keratotic changes, fre- 
quently ending in epithelioma, are prone to 
develop. 

Certain skin diseases having no relation 
whatever to X-rays are occasionally con- 
founded with radiodermatitis. However, 
even without special experience, it is gener- 
ally possible to distinguish the effects of 
the X-ray from the lesions of herpes zoster, 
for instance; the history of a relatively re- 
cent course of X-ray treatment, the ordi- 
narily sharp outline (at least in part) of 
the zone involved, and the distribution, 
should serve to clear up the problem, 


Prophylazis 


Since the cause of radiodermatitis is ob- 
vious, and since the factors involved in its 
production are measurable within rela- 
tively accurate limits, its occurrence is quite 
preventable. However, the human mind is 
proverbially prone to error and it is doubt- 
ful if this factor can ever be wholly re- 
moved. Nevertheless, it is readily possible 
to minimize it considerably. In radioscopy 
and radiography it is a simple matter to 
calculate the total permissible exposure 
under given working conditions, and the 
radiologist must train himself to keep with- 
in safe limits. In radiotherapy careful 
estimation of the dosage factors and one or 
more .checks on these factors during the 
actual administration of the treatment will 
effectually prevent all but the mildest forms 
of radiodermatitis. There is no excuse for 
third degree reactions. Physicians lacking 
in experience must be particularly careful 
to bear the dreadful possibilities in mind 
and keep within safe limits. If they do not 











Fig. 3.—Same area after twenty-one days’ treatment, 
showing most of the surface covered with fresh, healthy 
epithelium, and progressing rapidly. 


know what constitute safe limits, they have 
no right to attempt to use X-rays for diag- 
nosis or for treatment. The uncontrolled 
employment of this agency by persons out- 
side of the profession is both incongruous 
and unpardonable, and should not be toler- 
ated. 

In the practice of radiotherapy it is often 
essential, especially in dealing with malig- 
nant processes, to deliver a dose bordering 
more or less closely on the limit of skin tol- 
erance. If this is to be done, the reasons 
and the symptoms to be expected should be 
explained to the patient beforehand; other- 
wise, when symptoms of skin irritation do 
arise, he may attempt to counteract them 
by injudicious means. As previously men- 
tioned certain chemical substances have a 
tendency to accentuate the phenomena of 
irritation, and should not be used on a field 
recently exposed. 


Treatment 


Radiodermatitis of the first degree 
hardly requires treatment. However, the 
sensation of heat may be sufficiently dis- 
tressing to require a soothing topical appli- 
cation such as Dodd’s lotion. As the acute 
phase subsides, itching may become more or 
less annoying and may be controlled to a 
considerable extent by continuing the use 
of the lotion for a week or ten days. Such 
remedies as borozin, zinc stearate, calamin 
lotion, aluminum acetate in 7 per cent stock 
solution and diluted 1:16 may also be used 
to advantage. In the second degree reac- 
tion the same measures are useful, but, if 
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the reaction should border on the third de- 
gree, less the ulceration, ambrine or paraf- 
fin dressings may be very useful. 

During the acute stage third degree, the 
dermatitis should be treated in much the 
same way as in the first and second degrees. 
However, after it has reached the chronic 
stage the method of procedure depends on 
the site of the lesion and the character of 
the adjacent tissues. When it is possible to 
excise the whole area, and to bring healthy 
tissues into approximation, primary union 
and speedy convalesence can be assured. 
However, prior to undertaking such excis- 
ion an attempt should be made to prepare 
the surface by cleansing it of necrotic mate- 
rial and bacterial products, and endeavor- 
ing to reduce marginal inflammatory phe- 
nomena. Primary union may be obtained, 
provided a sliding flap can be shifted into 
the excised area, and there is sufficient 
blood supply in the flap for nourishment. 
Areas too large for excision and primary 
approximation can be excised, provided the 
underlying tissues have an abundant blood 
supply that will enable them to granulate. 
Grafts may then be planted and the wound 
allowed to heal, as in an ordinary skin graft 
wound. It is a mistake to attempt a skin 
graft on a poorly nourished surface, because 
the graft usually dies, or superficial infec- 
tion develops and destroys the epithelium; 
nor should an approximation be attempted 
when the excised area is down on fascial 
surfaces, and tension is necessary to secure 
approximation, because the sutures become 
infected and sloughing occurs, thus pro- 
longing convalescence. 

In cases in which primary excision and 
closure, either by direct approximation or 
sliding flap, cannot be accomplished, the 
area may still be excised if circumstances 
permit ,because the edematous tissue and 
necrotic layer are extremely annoying and 
painful, whereas a newly made wound, the 
result of excision, is preferable to attempt- 





ing the treatment of an old burn. How- 
*Formula of Dodd's lotion: 
PE Scaawascaecdweravews 1.85 gm. 
RE. ot Ss dads oa nue 15.5 gm. 
GE ten can eokmatinaiaca 4.0 gm. 
Limewater, G8. O64. ..c0ccc¢e 250.0 gm. 


After the bottle has been thoroughly shaken, the 
lotion is poured over a wad of absorbent cotton until 
the latter begins to drip. This sponge should then be 
gently dabbed over the inflamed surface, and the 
lotion allowed to dry. The application should be re- 
peated so that the entire area will be thoroughly cov- 
ered with the lotion. The second coat should likewise 
be allowed to dry before clothing is put on. This 
should be done night and morning for at least two 
weeks, 
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ever, it is sometimes impossible to do other 
than treat the injured area as it is found 
when the patient presents himself for treat- 
ment. 

For the last two years we have used what 
has seemed to be a very satisfactory 
method, considering the length of time 
X-ray ulcerations require to heal. Time 
must be calculated in months rather than in 
days or weeks. The method consists in the 
use of hyclorite solution diluted from 1:20 
to 1:30 and applied to the surface of the 
wound either by Dakin tube method or by 
wet dressings frequently bathed with the 
solution. Hyclorite should be made up 
with cold water, because the chlorin it con- 
tains is liberated by heat and therefore lost. 
Usually the patient, if physically weak and 
depressed, should be hospitalized, and the 
Dakin tube used. This treatment should be 
continued until the surface of the wound is 
cleansed of slough and exudate, and granu- 
lation tissue has formed a clean surface for 
epithelial repair. This epithelization will 
form a new protective layer for the whole 
wound. Occasionally, over an area in 
which the blood supply is scanty, it may be 
necessary, after the epithelium has appar- 
ently ceased to grow, to attempt to com- 
plete the protective layer by grafting. Such 
cases often tax the ingenuity of the best 
surgeons. 

Direct sunlight will always be found a 
useful adjunct, but must never be filtered 
through glass, which removes the actinic 
rays and deprives it of the very properties 
for which it is useful. It should be admin- 
istered in progressive, graduated doses, be- 
ginning with a minimum of three minutes 
and working up by regular stages to one- 
half hour. If, for any reason, sunlight is 
not available, artificial light, such as the 
quartz lamp, is a useful substitute and 
should be employed in the same way. How- 
ever, the wound should not be exposed to 
sunlight when hyclorite solution is being 
used, because dissociation of the solution 
takes place in the presence of the sunlight, 
liberating free chlorin, which combines with 
the water in the tissues to form hydro- 
chloric acid. 


Dressings with a paraffin base are bene- 
ficial when the granulations are clean; they 
serve to protect the surface from the air; 
they keep the wound moist and may be re- 
moved without discomfort to the patient. 
However, they should be changed every 
twenty-four hours. If, as frequently oc- 
curs, a film of whitish exudate forms on 
the surface of the wound it indicates the 
use of hyclorite. 
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To illustrate the employment of these 
various agencies we will cite the following 
cases, the first being an example of non- 
surgical treatment, the second, of treat- 
ment after atempted partial closure and 
subsequent skin graft. 

Mrs H. first registered at the Clinic December, 
1922. Her complaint was of multiple sinuses of 
the abdominal wall following a laparotomy per- 
formed elsewhere some months previously for ap- 
pendicitis, in the course of which a tumor was 
encountered. When the patient was examined at 
the Clinic, this was found to be part of an actino- 
mycotic process. The sinuses were explored and 
later treated with radium and X-rays. By May 1, 
1923, all but one sinus were healed and the 
patient was allowed to return home to continue 
X-ray treatment there. 

She returned in November, 1923, with the his- 
tory of having had two courses of X-ray treatment 
elsewhere, and on examination was found to have 
a third degree radiodermatitis approximately 20 
by 12.5 cm. in size involving the right lower 
quadrant of the abdomen. The patient was men- 
tally depressed from extreme suffering and had 
not slept two consecutive hours since the middle 
of July when the damaged area had broken down. 
She had been using narcotics to relieve pain and 
had lost 20 pounds. She was immediately hos- 
pitalized and given sedatives until we could get 
her under control. Nourishment was given freely, 
and continuous wet hyclorite irrigation by the 
Dakin tube method with a solution diluted 1:30 
was instituted. Zinc oxide ointment was placed 
carefully along the edges of the wound to protect 
the painful margin, and paraffin mesh cut large 
enough to cover the injured surface was applied, 
the edges resting on the ointment, thus protecting 
the border of the wound from irritation. The 
treatment was continued from November 13 to 
December 22. During this time narcotics had 
been discontinued, and the sloughed, thickened 
area and dead skin had either been excised or dis- 
solved by the hyclorite solution. The epithelial 
borders were closing in so that, by December 21, 
the patient left the hospital and came to the Clinic 
for dressings. The paraffin method was then in- 
stituted. Parresine was sprayed over the whole 
surface. One thickness of gauze was tamped into 
the parrafin layer, and the gauze sponge covered 
with one layer of parresine. The whole dressing 
was covered with a light layer of gauze, over 
which was placed an oval woven-wire splint, the 
edges of which were covered by ordinary rubber 
tubing, such as is used for drainage purposes, and 
sewed on, thus giving a pneumatic cushion effect. 
A belt was sewed to one edge, and a buckle to 
the other, in order to hold the dressing in posi- 
tion and to permit the patient to go about com- 
fortably. Gauze moistened with hyclorite solution 
was applied to the surface of the wound every 
three or four days for a period of about two 
weeks, and the patient was instructed to keep the 
dressing wet with the solution which was supplied. 
This was used for the purpose of dissolving the 
fibrinous exudate which consists of tissue products, 
cellular detritus, and bacteria. If this exudate is 
excessive, it forms a film over the underlying 
granulations, and when in contact with the epithe- 
lium along the edges of the wound, produces local 
inflammatory changes and erosion of the epithe- 
lial cells. Hyclorite dissolves this exudate and re- 
duces the growth of bacteria to a minimum; the 
best results can be obtained by alternating the 
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hyclorite treatment with parresine or ambrin 
dressings every two or three days. 

This patient was dismissed recently with only 
21.8 sq. em. of granulation tissue remaining. We 
felt perfectly safe in allowing her to return hom: 
with this small unhealed area, to continue treat 
ment under the supervision of her local physi- 
cian. During her stay she had gained 22 pounds, 
and, so far as we could ascertain, was free from 
actinomycosis and in excellent health. 

Case 2. Miss N. registered at the Clinic De- 
cember 30, 1922. Five months previously she had 
undergone, elsewhere, repeated radioscopic exam 
inations, supplemented by radiographs. One week 
later redness and vesicles developed on her back 
over an area 15 by 7.5 cm. In two weeks the 
entire skin sloughed away, and for the next few 
months she was treated with ointments, but with- 
out relief. Her wound became progressively more 
painful and irritated. She lost in weight and 
could not sleep. The area involved was located 
over the lower dorsal vertebrae. January 7, 
1923, the injured area was excised and drawn in 
by tension sutures in the hope of narrowing the 
gap, and later a Thiersch graft was inserted. 
January 17, a skin graft the size of the palm of 
the hand was grafted to the remaining area, and 
by January 29 the grafts had taken. 

When the patient was dismissed from the hos- 
pital there was a small thin epithelial patch in 
the middle of the wound; the edges were covered 
with pus and slough and there was no attempt at 
healing. February 9, hyclorite dressings in a dilu- 
tion of from 1:20 to 1:30, according to the com- 
fort of the patient were applied. This treatment 
was alternated with exposure to sunlight through 
an open window in graded doses, starting with a 
two-minute session and increasing to twenty 
minutes. When the wound was quite free from 
slough and exudate, paraffin was sprayed over it, 
as in the previous case, and alternate hyclorite 
and sunlight treatments were continued until May, 
when the size of the wound had reduced from 
approximately 125 sq. cm. to less than 6.25 sq. 
cm. The remaining portion of the wound was 
covered with epithelium. However, the patient 
remained in town for a month, fearing that the 
wound might again break down. When she left 
in June, it was still healed. 


In the chronic radiodermatitis of radiolo- 
gists the problem of treatment assumes a 
different aspect. Since it involves a high 
degree of irritability, some means of pro- 
tecting the skin from the source of irrita- 
tion must be provided and constantly used 
during periods of potential or actual expos- 
ure. If this is not sufficient to overcome 
the irritative phenomena, some reorganiza- 
tion of the radiologist’s professional activi- 
ties must be made. He must arrange his 
work so as to avoid any possible exposure, 
no matter how slight, and it will be safer to 
make such rearrangement permanent. 

If the cutaneous manifestations have 
reached the point of localized hypertrophy 
and keratosis, the measures mentioned are 
still more imperative. Ultraviolet light 
treatment may be given a trial, but the 
lesions should receive the close scrutiny 
and regular observation of an able derma- 
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tologist, who should decide if, and when, a 
biopsy is necessary. Small _ keratotic 
patches may be destroyed by Oudin desicca- 
tion or, if advisable, by electro-coagulation 
or by radium. 

Should the lesions actually be in a state 
of epitheliomatous proliferation, radical 
surgery should not be delayed. Sentiment 
is too often allowed to influence the treat- 
ment in such cases. Too frequently, the 
surgeon, anxious to save as many fingers 
as possible for his unfortunate colleague, 
limits his excision too much. In a few 
months, or perhaps in a year or more, re- 
currence appears and another finger or 
two, or a portion of the hand is amputated; 
too much precious time is thus wasted in 
half measures. 


Conclusions With Reference to Treatment 


1. The mode of treatment depends on 
the location of the burn, the looseness of 
adjoining tissues, the thickness of tissue, 
and the blood supply. 


2. Hyclorite dressings are exceedingly 
beneficial in cleansing the wound, and seem 
to stimulate the epithelium. At least we 
do not believe that epithelial cells are de- 
terred from proliferating by the dilutions 
used. Hyclorite is preferable to Dakin’s 
solution, the chemical qualities of which 
are too inconstant. 


J 


3. Sunlight in conjunction with wet 
dressings is very beneficial. 


4. Paraffin dressings permit the patient 
to get about, protect the wounds, and appar- 
ently epithelium grows luxuriantly under 
it, if the surface is free from bacterial prod- 
ucts. However, the dressing should be 
changed every twenty-four hours. 


5. When a film of whitish exudate ap- 
pears, the use of the wet hyclorite dressings 
is indicated, and in the course of two or 
three days, the exudate will usually disap- 
pear. The use of paraffin dressings may 
then be resumed. 


6. In the chronic radiodermatitis of 
radiologists, half-way measures are perni- 
cious. Early radical measures are safer in 
the long run, and sentiment should not in- 
tluence the decision as to treatment. 
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DISCUSSION 


Dr. S. C. Barrow (Shreveport): I feel we have 
all been very much benefited, and I feel particu- 
larly thankful to Dr. Desjardins for bringing 
before us such an important matter, and about 
which we know so little. 


I can add nothing to what the doctor has said, 
but I might report a case which I have just suc- 
ceeded in healing, a case which I burned in 1910. 


In those days that was excusable; today it is not. 
I burned this woman over the face in 1910, and I 
have tried everything imaginable since that time 
to heal the wound, but failed. Fortunately, I 
maintained the friendship of the family and have 
had a chance. Recently I subjected her to the 
intensive use of ultra violet radiation, producing 
a hyperemia in the edges of the sore and main- 
taining that hyperemia for eight weeks, giving a 
dose every day or every second day, and destroy- 
ing the little islands of hyperepithelial formation 
with radium. This patient has now a smooth, 
nice patch of skin over the side of her face, 
which was bare the size of the palm of my hand. 


I really got up to ask the physicians to remem- 
ber this point. Today when we are treating deep 
malignancies and others we are forced to carry 
our treatment to the maximum, and frequently 
you will see a case with a flush over the abdomen 
and you say to the patient it is the result of an 
X-ray burn. Please discard the use of the word 
“burn,” and help us by advising patient to return 
instead of telling them they have an X-ray burn, 
and we can possibly get them through, retain their 
friendship, and not have a lawsuit. 


Dr. L. J. Menville (New Orleans): The Section 
on Roentgenology deems it a great honor to have 
as its guest the chief of the roentgen therapy de- 
partment of the Mayo Clinic, where their experi- 
ences in therapy cases mount up to the thousands. 
For that reason the paper is of immense value. 


I only have one word to offer, and that is this 
—the men today who are doing roentgen therapy 
and diagnostic work will realize that when burns 
result it is usually from the therapy end of their 
work. Frequent calibration of the milliammeter, 
and observing the variation in the line voltage, will 
alleviate many cases of dermatitis. 


Dr. S. J. Couvillon (Moreauville): I would like 
to ascertain from the essayist whether pellagrins 
are more susceptible to X-ray burns than other 
classes of patients? 


Dr. A. U. Desjardins (closing): In answer to 
the doctor’s question about pellagra, we see this 
condition so seldom that we have never had to 
deal with such a case. 


In psoriasis, radiotherapy has to be given with 
care, because in certain cases the skin is unusu- 
ally sensitive and will react to doses which would 
produce no effect on a normal skin. 

Dr. Barrow has brought out a point which can- 
not be made too strong. There is a tendency on 
the part of many physicians not to send the 
patient back to the radiologist when skin reaction 
occurs. Various topical applications are used 
without inquiring if this can be done safely. Oc- 
casionally cases have been encountered in which 
the local physician, without investigating the cir- 
cumstance, has made a snap diagnosis of X-ray or 
radium burn when the lesion was quite different. 
I could cite cases, but do not wish to take the time 
now. 
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SPASM OF THE ACCOMMODATION.* 


H. L. ARnoLtp, M.D 
MERIDIAN, Miss. 


In spasm of the accommodation or tonic 
cramp of the ciliary muscle there is either 


I. An excessive stimulation of the 
ciliary muscle, or 

II. A hyperexcitability of the nervous 
system. causing exaggerated reactions to 
normal stimulation, or 

III. What is probably the condition in 
most cases, we have a combination of these 
two causes. 

I. Excessive stimulation may be found 

(a) In uncorrected ametropia, especial- 
ly in hyperopia and astigmatism, and occa- 
sionally in myopia and early presbyopia. 

(b) In exophoria where the extra con- 
vergence effort stimulates the accommoda- 
tion through the accommodation-converg- 
ence center. 

(c) In exposure to excessive or ill- 
placed illumination. 

(d) In use of the eyes in a strained posi- 
tion, as reading in bed. 

(e) In long continued application of the 
eyes for near work. 

(f) From reflexes from points outside 
the eye, as from sinus infections and dis- 
eased teeth. 

II. An excessive irritability of the ciliary 
muscle may be found in neurasthenia, hys- 
teria, hyperthyroidism and vagotonia. 

The symptoms are ocular pains and 
headaches, with more or less blurring of 
vision, all being more marked in bright 
lights or on effort to use the eyes for near 
work. The condition is readily diagnosed 
by the history and an examination includ- 
ing the use of a cycloplegic. 

The treatment is, of course, to treat the 
cause, and that is where I feel that many 
of the textbooks lay too much stress on 
error of refraction being a cause of spasm 
of the accommodation. In the great ma- 
jority of cases it is an important factor, 
but it is not the only one. There is a say- 
ing that a sick eye is a sick eye in a sick 
body, and I feel that this will hold true in 
this condition as well. We should refract 
these cases under atropin and carefully cor- 
rect errors of refraction, but if we stop 
there, we too often fail. We should look 
especially for sinus infection, nasal trouble 
and infected teeth. Before letting these 
patients go with a diagnosis of neuras- 
thenia or hysteria, they should have a care- 
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ful physical examination made by one not 
too prone to call the obscure neurasthenia 


or hysteria. Unless you know the dentist, 
you had better find out what he calls good 
and bad teeth. Investigate the conditions 
under which the patient works, especially 
the illumination. 

As a sedative in this condition I have 
found luminal in doses from 1-2 to 1 1-2 
grains once or twice a day almost a certain 
relief as long as it is used, but unless you 
have removed the cause of the trouble, the 
spasm will return when you leave off the 
drug. 

Case I. Miss B., age 28, stenographer. Had 
to give up her work on account of her eyes. 
Nervous headaches, eyes painful, blurring of 
print, worse at night. In addition to her work 
has been reading a great deal at night. 

Wears O. U. + .25 Cyl. X 90 V = 20/30 plus. 

Manifest O. U. — 1.00 S V = 20/15. 

Under atropin O. U. V. = 20/15 
glasses. 

This patient’s trouble was evidently not due to 
an error of refraction, but she had greatly 
abused her eyes and there was an underlying 
nervous instability. As the patient soon moved 
away, the case was not followed up. 

Case II. Miss V. Eyes pained her a great 
deal. Thought she was near-sighted because she 
had to hold things so close to see. Trouble 
started several years ago when she had malaria 
and read in bed a great deal. Can not stand to 
read at all now. 

O. U. V = 20/30 and not improved by glasses. 

Wears O. U. + .25 Cyl. X 90 which do not im- 
prove vision. 

Under atropin O. U. +1.00 S V 

R/ O. U. + .758. 

After the cycloplegic wore off the trouble re- 
turned as before. Atropin was continued for one 
month, and when discontinued, the trouble re- 
turned. Small doses of bromides had no effect, 
and finally luminal grains 1 1-2 daily was used 
with great relief. It is not usual for simple hype- 
ropia of this degree to cause so much trouble, 
and in view of the history, there can be but little 
doubt that the use of the eyes in a strained posi- 
tion and while weakened by illness was largely 
responsible for the spasm. 

Case III. Miss E., stenographer, age 26. 
plains of headaches and pains in eyes. 

RE V = 20/40 

LE V = 20/50 

Present glasses O. U + .50S do not improve 
vision. 

Manifest O. U. — .50 S V = 20/20 

With atropin 

RE + .25S = + .25 Cyl. X 135 V = 20/15 

LE + .50 Cyl. X 45 V = 20/15 

Astigmatic correction was ordered. On inves- 
tigation it was found that the patient was work- 
ing with a very bright artificial light shining in 
her eyes all day. . The lights were rearranged and 
the patient’s eyes gave no further trouble. 

Case IV. Mrs. G., housewife, age 33. Can not 
stand to read or sew on account of painful eyes, 
more troublesome by bright lights. 

Without glasses vision RE = 20/40 

LE = 20/30 


without 


= 20/20. 


Com- 


Manifest RE — .50 S = — .75 Cyl. X 180 V 
= 20/20 




















20/20 


LE — .50 Cyl. X 180 V 

Static, atropin, RE + .75S=+.50 Cyl X 75 
V = 20/20 

LE + .75S = + .50 Cyl. X 75 V = 20/20 

This correction, with + .25S off, was ordered 
and patient was partially relieved for a while, but 
in a few months she complained that her eyes 


were as bad as ever. She had a number of de- 
fective teeth and refused to have any except the 
worst ones attended to, in fact it was impossible 
to get any co-operation from the patient, and at 
last report, her eyes were still giving her trouble. 
It may be of interest to note that as long as 
luminal was used, her eyes were comfortable. 

Case V. Mrs. B., housewife, age 33. Left eye 
has been almost blind for one month and vision 
in right eye is getting bad. Eyes hurt and burn 
a great deal. Is very nervous. 

RE V = 20/30 

LE V = Fingers at 3 feet 

Present glasses O. U. + 1.50S do not improve 
vision. 

All her teeth were in such bad condition that 
she was advised to have them extracted without 
delay. She returned four months later, having 
had all the upper teeth extracted, and stated that 
she felt better in every way. At this time her 
vision without glasses in both eyes was 20/30, 
and was not improved by glasses. 


Refracted under homatropin, RE + 3.25S= 
+ .50 Cyl. X 75 V=20/20. 
LE + 2.75S=.75 Cyl. X 90 V =20/30. 


It was evident that full relaxation of the ciliary 
muscle had not been obtained, so atropin was 
then used with the following results: RE + 3.50S 
=+ .25 Cyl. X 105 V = 20/20. 

LE+3.25S=+.50 Cyl. x 75 V =20/20. 

The last correction was ordered less +.75S. 
The patient was considerably relieved by this 
glass, but complete comfort was obtained only as 
long as luminal was used, so finally she con- 
sented to have the remainder of her teeth ex- 
tracted, and on last report several months later, 
she was having no trouble with her eyes. 


These cases are reported in an effort to 
show that in refraction as in other ocular 
conditions, we must often look beyond the 
eye itself for the source of the trouble. 


DIAGNOSIS IN GYNAECOLOGY.* 
P. Micnminarp, M.D., 


NEW ORLEANS. 


Permit me to preface this paper with 
the confession that it is not intended for 
the expert specialist, but chiefly for some 
of you who, like myself, may so frequently 
have found diagnosis in gynaecology a dif- 
ficult problem. It is also hoped that it will 
invite discussion from you that will shed 
some ray of light to brighten the dark 
alleys of diagnosis through which I have so 
often to grope. 

For rational and effective treatment 
there must be a complete and correct diag- 
nosis. In gynaecology, unfortunately, such 
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is not always obtained, for here we deal 
with organs that are concealed from view 
in a cavity that has been aptly called a 
“box of surprises.” A satisfactory diagno- 
sis must accord with the reality, and not 
necessarily with all the signs and symptoms 
presented. To rely solely on these is to 
court failure. It should be remembered 
that there must be a comprehensive history 
—at times a difficult and almost impossible 
task,—thorough examination and careful 
analysis of all evidence obtained. To not 
train oneself to pursueing this course is to 
develop a mental laziness that will prove 
hurtful. 

My private history books have records 
of seven women who came still suffering 
after attempts to relieve them had been 
made by plastic work on the cervix and 
vagina, with two of them extirpation of the 
Fallopian tubes and appendix, when the 
cause of the suffering was rectal ulcers 
that had been overlooked. Such ulcers will 
frequently cause pelvic and sacral ache, 
pain along the sciatic and anterior-crural 
nerve, and encourage constipation and some 
post prandial abdominal distention. 

In ten cases of obstinate constipation the 
cause was found tobe either anal ulcer, fis- 
sures or rectal stricture. Every gynaeco- 
logical case should have a digital rectal ex- 
amination. 

To make a satisfactory diagnosis the in- 
vestigation should be made beyond the pel- 
vis to which the patient’s attention has 
been called. We have seen metrorrhagia 
due to cardiac disease and not to uterine 
pathology. There was sent to me a patient 
with distinct double salpingitis, tempera- 
ture 102, but with fourteen suppurating 
foci in the maxillae. Cure of the pyorrhea 
was followed in two months by the disap- 
pearance of the tubal trouble. Again, a 
young married woman was promptly re- 
lieved of all symptoms of acute trigonitis 
and acute albuminuria (20%) by the cure 
of an. infection of several alveolar pro- 
cesses. 

Before taking up the main subject of this 
paper, let me deal with a problem that fre- 
quently confronts us: Differential diagno- 
sis between salpingitis and appendicitis. 

In my experience some of the salient 
points are: 

Between acute salpingitis and acute ap- 
pendicitis—In acute salpingitis the stomach 
symptoms are less pronounced; the pain 
does not begin at the upper abdomen; the 
abdominal rigidity is not one sided; there 
is greater tenderness just above Poupart’s 
ligaments and near the median line. There 
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is a higher temperature with a relatively 
lower leucocytosis. Vaginal examination, 
though at first, may not discover palpable 
tubes, will cause greater pelvic pain than 
pressure over McBurney point. The vagi- 
nal mucosa will be found to be hot. 

Between chronic appendicitis and 
chronic salpingitis—When the appendix is 
low in the pelvis, particularly if it is at- 
tached to a Fallopian tube that is not pal- 
pably enlarged, the diagnosis is not always 
easy—for here the objective signs are not 
elucidating. We must depend on the his- 
tory and the subjective symptoms. In 
chronic salpingitis even where the tubes 
cannot be felt, we find the symptoms more 
marked at the menstrual period. If the dis- 
ease is in the appendix, intestinal evidence 
such as flatulence, tympanites, occasional 
abdominal distress after eating, constipa- 
tion and diarrhoea will predominate. When 
the appendix is low in the pelvis there will 
not be as much pain on pressure over Mc- 
Burney point than just above Poupart’s 
ligament. Nor should one expect to obtain 
the characteristic rigidity over the former 
area. 


Another suggestion to bear in mind: Re- 
curring exaggeration at the menstrual 
period of the appendix symptoms is 
strongly indicative of combined appendix 
and tubal disease. In simple chronic appen- 
dicitis sharp pain will be caused by press- 
ure over McBurney point; in chronic sal- 
pingitis pain will be produced by pressure 
just above Poupart’s ligament and by 
pressure against the vaginal fornices, 
where a more or less distinct mass will be 
felt. 

The chief incentive to writing this paper 
is the diagnosis of that elusive condition, 
ectopic gestation. The general practitioner 
has become so familiar with the evidences 
of appendicitis that he is constantly on the 
alert for it. Unfortunately, such is not the 
case regarding ectopic pregnancy. Guided 
by many text books he is inclined to con- 
sider it an acute condition, when, in the 
majority of instances, it is a sub-acute 
malady. A careful analysis of most cases 
with tragic features will often reveal two 
or three preceding unappreciated, sub-acute 
milder attacks. 

To correctly diagnose tubal gestation is 
far from being an easy matter. There is 
not another gynaecological condition that, 
at times, is so perplexing. Many doctors 
can recite all the signs and symptoms of it, 
but fail to recognize it at the bedside. Why? 
Perhaps because, at times, it rather so re- 
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sembles other conditions with which they 
are somewhat familiar that it is not thought 
of before dramatic evidences of its exist- 
ence present themselves. I have seen it 
diagnosed retroversion of the uterus as a 
cause of the existent bleeding. 


At times it is difficult to differentiate it 
from a ruptured appendix, from acute sal- 
pingitis, from a pelvic abscess or from in- 
complete abortion. I dare say that a cor- 
rect diagnosis before operation is not made 
in more than 75 per cent of the cases. The 
diagnosis may run something like this: 75 
per cent ectopic, 25 per cent something 
else. Here, again, a carefully taken history 
will help materially. Where the error is 
most frequently made and where it is most 
important it should not be made is in mis- 
taking it for incomplete abortion, an error 
that, by careful analysis, of all the symp- 
toms, can be rather easily avoided. The 
number of such instances is very great. I 
believe they are not the consequence of 
ignorance, but are due to a lack of analysis, 
or to a form of mental laziness. 

Between incomplete abortion and rup- 
tured early tubal gestation—In about 218 
incomplete abortions that I have treated the 
first bleeding following the tear of the 
ovum sac was greater than the uterine 
haemorrhage of ruptured tubal preg- 
nancy; there was no repeated great pain, 
though there was more recurring bleeding; 
the pain was in the median line; there was 
no rectal tenesmus that in ruptured tubal 
is almost a constant existing consequence 
of the irritating intra-peritoneal blood. The 
uterus was enlarged, almost globular and 
baggy. The os more or less patulous. No 
mass could be felt in the neighborhood of 
the uterus. 


In ruptured tubal the attack is sudden, 
the pain more one-sided than median, more 
or less intense, depending on the quantity 
of concealed blood, more bearing down than 
lacinating. There is rectal tenesmus, and 
a degree of weakness in keeping with the 
internal haemorrhage, but that cannot be 
accounted for by the small amount of ex- 
ternal blood lost. The body of the uterus 
is not much larger than normal. If vaginal 
examination is made shortly after the at- 
tack a boggy mass may be felt behind or to 
one side of the uterus. There is more 
nausea and vomiting than I have seen in 
abortion. Unless there is great syncope 
there is recurring pain. One should not 
depend for help on whether decidua has or 
has not been expelled. The majority of my 
cases of ruptured tubal did not know. Even 
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depending on not finding chorionic villi 
with the curet is misleading, because it has 
been claimed that in very early normal 
pregnancy the entire inner surface of the 
uterus may not be supplied with the villi, 
and that most of the decidua may have been 
expelled. The curet then would remove 
villi—free tissue only. Hence the evidence 
of the curetted material would be negative. 
It is better to suspect ectopic and not use 
the curet than risk using it. 

Some evidences that should suggest ecto- 
pic gestation—A sudden attack of pelvic 
pain, which shock even though very slight 
and of short duration, with a little uterine 
bleeding, occurring in a woman of child- 
bearing age should be considered ectopic 
until proven not to be. Whether a period 
has or has not been skipped if a loss of 
blood begins ever so slightly, merely spot- 
ting the clothes, and continues for a few 
days, associated with a little or slightly 
severe one-sided pain—not necessarily of 
a lacinating nature without frequent desire 
to defecate, and should this spotting recur 
at intervals of a day or two, haemorrhage 
within an unruptured pregnant tube must 
be thought of, especially when occurring in 
a woman who has long been sterile. Even 
though the symptoms should, at first, be 
considered due to threatened abortion, such 
investigation should be made. In threat- 
ened abortion the pain is in the median line 
and not one-sided, and the uterus is en- 
larged. At first the tube may be too small 
to be felt, but a second examination made 
two weeks later will find it palpably en- 
larged. If in the meantime the symptoms 
increase without rectal tenesmus, it would 
indicate further bleeding into the pregnant 
tube, but not rupture. This statement is 
based on records of fifteen unruptured 
tubals I operated. In nearly all of these 
there was nausea; only a few vomited. 

Where the tube cannot be easily felt and 
the symptoms still suggest ectopic, the 
patient should be examined under deep 
anaesthesia. When the pregnant tube is 
palpable it will be felt the size of your 
thumb or much large:, according to the ex- 
tent of the bleeding; it will be boggy, to 
one side or behind the uterus, somewhat 
tender, but not as sharply painful as a sal- 
pingitis. The uterus now will be felt to be 
slightly enlarged, it will not be jugged 
shaped as in early uterine pregnancy. 
There will be very little rise of tempera- 
ture, and the vagina will not feel hot as in 
pelvic inflammation. 

Often during the early weeks of tubal 
gestation there is formed a little erosion of 
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the tube with slight bleeding from torn, 
very small vessels. No blood may escape 
from the uterus, but there will be more or 
less sharp, colicky, one-sided pelvic pain 
with some nausea for a short time, but no 
weakness. After a day or two the pain 
ceases, only to return with greater inten- 
sity a few days later. The woman may 
think she is suffering from intestinal indi- 
gestion. But during the second spell there 
will be some uterine bleeding. The inter- 
nal bleeding is not severe enough to cause 
much weakness. If the condition is not 
recognized early a third and more severe 
attack will soon follow. When these early 
symptoms present themselves in a woman 
of child-bearing age, a slight ruptured 
tubal should be suspected and sought for. 

Occasionally women presenting these 
signs have recovered completely. They may 
have been tubal abortions, the blood and 
embryo being absorbed by the peritoneum 
and the tube regaining its normal condi- 
tion. No matter how slight the evidences 
of rupture might be, no matter how com- 
plete the recovery might appear, it would 
be proper to keep these patients in bed and 
under careful surveillance for one month, 
for I have seen a few most unexpectedly 
flare up in three weeks with great internal 
haemorrhage. I have seen this unexpected 
bleeding happen a few days after vaginal 
examination failed to palpate either a 
boggy mass, an enlarged uterus or an over- 
sized tube. I mention these unusual cases 
as a warning against the pitfalls we are 
liable to encounter. 

Rupture of the tube may occur irrespec- 
tive, of whether a menses has not been 
missed. I have seen it occur at a menstrual 
time when there had, apparently, been no 
skipping. In these cases all previous men- 
struation had been rather painless, and 
only of five or six days’ duration. But this 
time it began with violent, sharp, bearing 
down pains more marked on one side. There 
was an unusual weakness and much greater 
onset of flow than usual. Vomiting oc- 
curred that was absent at all previous cata- 
menias. There was no fever. Such devia- 
tion from the normal menses should arrest 
our attention. In these cases the flow does 
not cease completely, but continues inter- 
mittently, with occasional slight pains, for 
days. This irregularity of bleeding is more 
suggestive of ruptured tubal than any 
amenorrhoea. 

The rupture may occur, and most fre- 
quently does, two or six weeks after a 
missed menses, when the symptoms will be 
similar to those just described, excepting in 
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those cases where the rupture is large and 
the bleeding great with such syncope, etc., 
as to make the condition self-evident. 

Some of these milder and, consequently, 
deceptive cases, so little impress the victims 
that they go to places of amusement; and 
are so erroneously diagnosed that they are 
treated with uterine sedatives, and even 
threatened with curettage. But a sudden 
aggravation of all symptoms, with syncope, 
causes a realization of the gravity of the 
condition. 

Should the rupture be of the right tube 
appendicitis might be thought of. But in 
appendicitis there would be greater recur- 
ring vomiting, there might be diarrhoea, 
but not such rectal tenesmus as exists in 
ruptured tubal. There would be right ab- 
dominal rigidity, pain greater to the right 
of or near umbilicus and there would be 
some fever. A carefully obtained history 
would most probably reveal some previous 
attacks of indigestion, pain about the Mc- 
Burney region, and other subjective symp- 
toms of appendicitis. In acute appendicitis 
there will not be the palpable mass behind 
or to the side of the uterus. Somewhat re- 
sembling the initial attack of a slight rup- 
ture may be a sudden acute congestion of 
sub-acute salpingitis. Here the history of 
the case, and the fact that a resisting tubu- 
lar mass of extreme tenderness may be felt 
on both sides of a small uterus should indi- 
cate salpingitis. Another condition that is 
confusing is rupture of a corpus luteum 
cyst, in which there are pain, bleeding, 
nausea and great weakness. I do not know 
how to differentiate between such a rup- 
ture and that of a pregnant tube. 

Or, as I have seen several times, the rup- 
ture occurs at a regular menstrual time, 
the symptoms continuing a few days, dis- 
appear entirely until the next menstrual 
time when there is a repetition, only much 
more severe, of all the previous symptoms. 
No matter if this second attack is followed 
by a period of rest ruptured ectopic must 
be looked for. On several occasions I 
opened the abdomen and removed from 
one-half to almost a pint of clotted blood 
in cases giving this history, the initial rup- 
ture having occurred ten weeks before 
operation. And some of these, in the mean- 
time, had been moving about the city; five 
of them having traveled without much in- 
convenience a distance of many miles from 
the city. These cases are mentioned to im- 
press on you the gravity of a sometimes ap- 
parently harmless condition. 

Where the blood remains any length of 
time it becomes walled off by pelvic exu- 
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dates and by adherent intestines and omen- 
tum. This peritoneal irritation may occa- 
sion a rise of temperature with a certain 
amount of pelvic pain, bladder irritation 
and cause a semi-fluctuating, bulging mass 
against the posterior vaginal fornix, giv- 
ing the examiner the impression that he is 
dealing with a simple pelvic abscess. So 
great have I seen this accumulation of 
coagulated and semi-liquid blood in the pel- 
vic cavity that it could be felt for some 
distance above Poupart’s ligament; and if 
it happened to be on the right side greatly 
simulated a peri-appendix abscess. 

To arrive at a correct diagnosis a clear 
account must be obtained of the early his- 
tory of the case. Also a leucocyte count 
will assist. For if it be an appendix ab- 
scess the count will be very high. There 
will be a history of early pain, vomiting, 
perhaps diarrhoea and fever, but no bleed- 
ing. If the accumulation be due to tubal or 
broad ligament infection there will be got- 
ten a statement of rather gradual increase 
of general (not one-sided) pelvic pain, vesi- 
cal disturbance and long existing fever. 
While if of ruptured ectopic there will be 
the early suddenness of attack with the 
characteristic bleeding and other signs 
enumerated of this condition. In many 
cases it requires much care and patience to 
obtain the correct data. So baffling are the 
signs that often a diagnosis cannot be made 
without the aid of the exploring needle 
when the withdrawal of either pus or dark 
blood will decide the case. At the time of 
the exploration the operator and patient 
should be prepared for immediate lapa- 
rotomy should blood and not pus be found 
by this vaginal puncture. 

Several years ago, in two such cases, +he 
exploring needle caused so great an inter- 
nal bleeding from the ruptured tube that 
the patients would have died had I not done 
an immediate laparotomy. 


Summary: 


1. A woman of child-bearing age 
seized with acute severe abdominal pain 
with shock or syncope, even though of short 
duration, should be considered a possible 
— pregnancy until proven not to be 
such. 

2. The more attention is directed to ir- 
regular bleeding than to amenorrhoea the 
less often will one fail to recognize ectopic. 

3. With very few exceptions the longer 
the amenorrhoea more likely is_ the 
pregnancy to be intra-uterine. 

4. A leucocytosis quickly following ab- 
dominal pain, vomiting and shock without 





HowarD—Some Ideals in Tonsillectomy. 


an elevation of temperature should be at- 
tributed more to ruptured tubal than to 
appendicitis. 

5. To depend on a history of having or 
not having expelled decidua is to court 
error. 

6. When there is evidence of ectopic 
gestation and no mass can be felt while the 
patient is awake, or if there is doubt 
whether there is early pregnancy in an 
abnormal uterus it is advisable to examine 
the patient under deep anaesthesia before 
operating. 

7. When in doubt as to whether the con- 
dition is ari incomplete abortion and curet- 
tage is contemplated don’t do it. 





SOME IDEALS IN TONSILLECTOMY.* 
E. F. 
VICKSBURG, 


Howarp, M. D., 
Miss. 


Although we may sometimes overlook 
it, there is more to be considered in plan- 
ning a tonsillectomy than the mere removal 
of two small masses of offending tissue. 
The results following this little surgical 
procedure are so far from being universal- 
ly perfect that we still have a long way to 
travel before we reach the desired goal. 
We have made a decided step in advance 
from the old tonsillotomy, and the dictum 
“Get all the tonsil” is practically universal- 
ly accepted, but we must remember that 
we must not get all the tonsil at the ex- 
pense of other structures. And we frequ- 
ently fail to do the one, and not infrequent- 
ly do the other. It is by no means an un- 
common thing to see incomplete removal of 
tonsils, or a throat structurally damaged in 
the operation, and sometimes we meet a 
throat that has been badly damaged and 
still contains considerable tonsil tissue. It 
is these things that I wish to discuss with 
you, and I am especially glad to be assigned 
this place on the program since the ma- 
jority of tonsillectomies are done by gen- 
eral surgeons. 


Back in 1915, J. R. Fletcher (Annals 
Otol., Rhin. & Lar.) laid down these requi- 
sites: “When we agree upon a_ technic 
which completely removes the tonsil in its 
capsule, does not open the aponeurosis of 
the superiod constrictor muscle, does not 
injure the aponeurosis of the palato-glos- 
sus or palato-pharyngeus muscles, which 
conserves every bit of the membrane re- 


*Read before the Mississippi State Medical Asso- 
ciation Jackson, May 13-14, 1924. 
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flected over the tonsil, which prevents fu- 
sion of the three muscles named and leaves 
a linear scar in a rudimentary fossa, which 
does not injure the voice and lessens great- 
ly the frequency of the secondary hemorr- 
hage, we will have achieved the ideal in the 
light of our present knowledge.” 

You will note that there are several re- 
quisites. Take them one at a time and see 
what they mean. 

First. ‘Completely removes the tonsil 
in its capsule.” How often do we fail in 
this? Oftener, I venture to say, than 
we realize, or care to admit. About three 
per cent of my tonsil surgery has been to 
clean up throats after so-called tonsillec- 
tomies. Some of the cases I furnished my- 
self—some came from others—some of 
these others have pretty big reputations— 
two have national reputations. I have 
finally arrived at the conclusion that the 
operator who never fails to do a complete 
job is the blood-brother of those obstetri- 
cians who have never torn a perineum. 
You may remember, there are two of them 
—one never confined a woman, the other 
doesn’t know a tear when he sees it. 

This does not mean that we should not 
do our best to get a clean job. Obtain a 
thoroughly dry fossa and examine it care- 
fully before letting the patient leave the 
operating room. Take plenty of time. 
Speed, the point on which so many oper- 
ators pride themselves, is generally the 
least consideration. As I look back over 
my own work, I can recall but one case 
in which I did not have all the time in the 
world at my disposal. This was a four 
year old boy with acute nephritis and a 
leaky heart. The family physician abso- 
lutely barred the use of ether. Naturally 
the anesthetist would have been unhappy 
at any waste of time, but I must do him 
the justice to say that neither by word nor 
act did he suggest my hurrying. Quick 
work is all right, in fact desirable, but hur- 
rying generally manifests itself in hemorr- 
hage or poor results. 

A point that suggests itself here is the 
consideration of results in patients oper- - 
ated on by some one other than one’s-self. 
There is probably no operation in which the 
results are so criticized and “cussed.” I 
have heard men carry on over a bit of 
tonsil, or even granulation tissue, in the 
fossa as if the operator had wilfully mu- 
tilated the patient, when it was more than 
an even bet that they would have given no 
better results themselves. It may be taken 
for granted that every operator does the 
best he can in every case. Why not give 
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him the credit for it, and be fair enough 
to say that it is a regrettable but not un- 
usual occurence? 

Second-third—Avoid damage to aponeu- 
rosis of muscles. This accident oftenest 
comes from blunt dissection, which de- 
nudes the muscle fibres with resultant 
scar formation that is frequently a source 
of permanent discomfort. The old Hurd 
dissector and its various modifications are 
to blame for most of these conditions. 

Fourth—Conserve every bit of the re- 
flected mucosa. This point is never suffi- 
ciently stressed. No operation, as describ- 
ed in any text book that I have seen, fails 
to remove from a quarter to one-half inch 
more mucous membrane, measured semi- 
circularly around the arch, than should be 
taken; and very few operators seem to 
give this point the slightest attention, a 
spectacular removal of the tonsil in one 
swipe being apparently the desired ideal. 

Consider for a moment the technique of 
the operation on the free, hypertrophied 
tonsil. It protrudes beyond the pillars and 
can be pushed or drawn well out into the 
the throat. That’s easy—anybody can take 
that out. We put our guillotine or snare 
over it, make pressure or traction as the 
case may be, and shut down slowly. The 
tonsil projects further and further into 
the throat and finally peels out nicely leav- 
ing a cavity more or less lined with a pear- 
ly aponeurosis, to which we point proudly, 
esteeming ourself an operator of parts, 
and forgetting for the moment that as the 
tonsil was pushed out of the fossa it drew 
with it the reflected mucosa, and even that 
covering the inner walls of the pillars and 
arch, and that the more completely it was 
dislocated through the fenestrum of the 
guillotine, or the loop of the snare, before 
this began to cut, the greater the amount 
of membrane was removed. This is all un- 
nessary, unsurgical, and may be avoided by 
freeing the mucosa with a knife and ap- 
plying the snare or guillotine beneath it. 
This takes a little more time, and many of 
us specialize in speed, but we have no right 
to build up a reputation for speed at the 
expense of the patient. He has to live 
with that throat the rest of his life and re- 
moval of the membrane causes fusion of 
the pillars. 

Fifth—Unpleasant effects to the voice 
are usually produced only by very consider- 
able traumatism or the removal of con- 
siderably more than just the tonsils, but 
it is really remarkable how much damage 
is done, at times, without affecting ordin- 
ary conversational tones. The singing 
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voice is quite another matter, and as the 
majority of operations are done before the 
voice is developed we can not arrive at any 
estimate of how many Melbas or Carusos 
are literally slain in childhood. Apart from 
the cases that are severely traumatized, 
the singing voice may be affected by dam- 
aging the aponeurosis of the muscles or 
the excessive removal of mucus membrane, 
both of which we have already considered. 
When this is done, the pillars and the 
superior constrictor may become matted 
together to an extent that impairs their in- 
dividual mobility. I am entirely aware 
that some of our best operators do not con- 
sider this a disadvantage, in fact one 
nationally-known laryngologist has _ re- 
cently advocated sewing the pillars to- 
gether, so that they may unite and obliter- 
ate the fossa, but I have never been able to 
understand how the matting together of 
three muscles having different functions 
can fail to produce an abnormality. 

Sixth—The final proviso, the diminu- 
tion of post-operative hemorrhage, is one 
over which every operator has racked his 
brain one time or another. Frequently we 
hear it spoken of as a matter of luck. For 
the most part it means an error of judg- 
ment, such as operating in the presence of 
inflammation, or of technique, or the very 
common error of letting the patient move 
about too much shortly after the operation. 

Secondary hemorrhage is an entirely dif- 
ferent matter. My experience is limited to 
four cases, over-exertion being the prob- 
able cause in all of them. I think it may 
pretty generally be attributed to the fact 
that tonsil operations are looked upon as 
small affairs, not worthy of serious con- 
sideration. Such hemorrhage is unusual, 
and rarely alarming except to the patient 
and family. 

In this connection, the question comes 
up: what constitutes hemorrhage? The 
Surgeon-General, in 1918, asking for re- 
ports on tonsillectomy hemorrhages, de- 
fined it as “Bleeding that does not yield to 
simple pressure.” Accepting this defini- 
tion, I have never seen a delayed primary 
hemorrhage that wasn’t due to an error of 
the operator. I take mighty little stock in 
hemophilia. I know a doctor who, when a 
boy, was acquainted with one of these rare 
birds, and when I was a medical student it 
was current gossip at Tulane that a baby 
had once died in the Charity Hospital of 
hemophilia. 

In 1918 I did a tonsillectomy on a sup- 
posed hemophiliac—at least the patient 
claimed that he was one, and he did have 
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a coagulation time of more than eleven 
minutes—but there was no material bleed- 
ing. These instances are as close as I have 
ever come to hemophilia, and I am begin- 
ning to consider it extremely significant 
that so much is said about hemophilia in 
connection with tonsil operations, and so 
little with any other. Especially am I 
skeptical when a delayed hemorrhage is 
said to be from this cause. Hemophilia 
-would manifest itself at operation. 

Since no man’s judgment and technique 
can always be 100 per cent perfect, and 
since, also, we are working in a vascular 
area, we are going to have bleeding as long 
as we do tonsillectomies. Why not admit 
these possibilities, do our best to prevent 
their materializing, and when we fail, as 
we will occasionally do, meet the situation 
frankly and not try to hide behind the 
thin veil of hemophilia. 


One might, perhaps, add another to 
Fletcher’s provisions—that of safety and 
comfort to the patient, which in the ma- 
jority of cases in adults is unquestionably 
promoted by the use of local anesthesia. 

I have purposely avoided consideration 
of the different types of operation. What 
fits the ideas and abilities of one operator 
is totally unsuited to those of another—as 
the Sluder method is said to be 99 per cent 
perfect in the hands of its originator, while 
Ballinger was dissatisfied with it, in his 
own work, in 30 per cent of cases. But 
whether one be a believer in the most com- 
plicated technique, or simply scoops the 
tonsil out with his finger nail, he must con- 
sider the final result, and so shape his 
work as to subject his patient to the least 
possible danger and discomfort and_ to 
leave the throat undamaged. 


DISCUSSION 


Dr. W. B. Dobson (Jackson): I just want to 
say that in my limited experience, and with the 
increase of tonsil surgery by every man who can 
use a knife, we are noticing some bad results and 
some sear tissue. Of course we all get some bad 
results; the man who does not is not removing 
tonsils. My experience has taught me that most 
of our faulty results are due to local anaesthesia. 
All of those cases where I have used a general 
anaesthetic, I have perfect throats left with less 
scar tissue. It is due to the fact that the oedema 
produced by the injection of the drug is so great 
that it is hard to hew to the line. In _ other 
words, you are bound to get some soft tissue in 
conjunction with the tonsil. 

Dr. George E. Adkins (Jackson): A few little 
things I would like to discuss in regard to this 
paper which I think is very timely. The main 
point I want to make is that the essayist is not 
striking at some man because he is taking out 
tonsils and turning around and doing some other 
operation. 
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tonsils are satisfactorily removed bears him out 
in the statement. I venture to say that more 
than 7 per cent of Doctor Howard’s cases are 
satisfactorily done, but there is a man, and pos- 
sibly three or four, near him that are turning out 
good deal lower percentage than he is. A man 
should equip himself for this work as well as 
any other line of work. It does not mean that 
because a man does some other operation he 
should not remove tonsils. Some of the best 
tonsillectomies I have seen were done by the 
general surgeon. But then we see men just 
out of college who think it looks easy and they 
proceed to do tonsillectomies, and they are the 
fellows that lower the percentage of satisfactory 
results. 

The doctor makes the point of splitting the 
capsule. There is such an operation described, 
but I would like to see a man do it. I have never 
been able to split the capsule and bring out one 
layer and leave the other intact. 


When it comes to speed, I feel that belongs 
to the man who does the work. Personally, I 
think speed under a general anaesthetic is one 
of the. best things we can have. A slow ton- 
sillectomy under a general anaesthetic is a great 
deal. more likely to result in aspiration pneu- 
monia than if you get in and come out quickly. 

As to suturing the pillars, some of the best 
men in the country are doing a closed operation 
just like an abdominal operation, closing the 
cavity. You are suturing together three muscles 
that have different functions, but when they 
are sutured together they come out about as well 
as the balance. 

As to bleeding, I agree that if you do have ex- 
cessive bleeding—not inc'uding hemophiliacs— 
that it can be stopped. There is no necessity for 
excessive bleeding in a normal tonsillectomy. 


With reference to general or local anaesthetic, 
Doctor Dobson said he gets better results with 
a general. The reverse has been my experience. 
I ean turn out a better throat, one that suits me 
better, under local than under general anaesthe- 
tic. 

Dr. E. F. Howard (Closing): Doctor Adkins 
must remember that I made a distinction between 
speed and quick work. By quick work I mean 
getting through promptly and comfortably with- 
out any waste of time. By speed I mean oper- 
ating against the clock. There are many oper- 
ators, not only in this line but in general work, 
who pride themselves on a tonsillectomy in one 
minute, an appendectomy in five minutes; who 
keep mentally an eye on the clock when they 
are doing it. The man who does that is simply 
riding for a fall, and. I will leave that to Doctor 
Adkins; he can keep watching the clock if he 
wants to. Personally, no man who operates by 
the clock is ever going to operate on me, or any- 
body I have any interest in. 

Regarding a local anaesthetic, I think possibly 
Doctor Dobson has the right idea. I believe 
patients who are going to be operated under 
local anaesthetic should be selected very care- 
fully. If a patient has fairly good control of 
his throat I see no difficulty in operating under 
local. I do a good proportion of adults under 
general anaesthetic; but where a patient can 
control his throat, a local anaesthetic is certainly 
the choice. The great trouble in these cases 
under local anaesthetic comes because just as you 
shut down the snare the patient contracts his 


The fact that only 7 per cent ofthroat and you do not get the lower pole of the 
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tonsil. Therefore you have to be particularly 
careful in selecting your cases. You can, how- 
ever, in the ordinary case that does not control 
his throat well, have him come to the office every 


day for a week or ten days, and train him in the, 


way he should hold that throat long enough to 
get the tonsil out; because, even operating slowly, 
it is not an operation that should take all day. 





THE ACUTE ABDOMEN, FROM THE 
MEDICAL STANDPOINT* 


Artiuur A. Herorp, M. D., 
SuREVEPoRT, LA. 


The acute abdomen has been, for many 
years, a favorite medical topic. My ex- 
cuse for bringing the subject before you, 
today, is not with the idea of teaching 
something new, but, rather with the hope 
that, by emphasizing certain points in the 
diagnosis and treatment of conditions pres- 
enting acute abdominal symptoms, we may 
have a refreshing discussion that is liable 
to inure to the benefit of some of our 
patients. 

There is a difference between what might 
be termed “Acute Abdomen” and “acute 
conditions in the abdomen;” too often 
are extra-abdominal conditions, pres- 
enting acute abdominal symptoms, over- 
looked and a hasty diagnosis, with laparo- 
tomy and resulting chagrin for the con- 
scientious man ensuing. 

Under this head, I refer, especially, to: 

First. Acute abdominal pain, often seen 
in pneumonia, which might be either pure- 
ly reflex, due to diaphragmatic pleurisy or 
to a localized peritonitis; 2nd. The extra- 
peritoneal condition of colic or pain from 
renal calculus, ureteral stone or kink, etc.; 
3rd. Last, but not least, gastric or vesical 
crises of tables dorsalis. 

From the medical standpoint, I contend 
that, too often, appendices have been sac- 
rificed and gall bladders drained, through 
neglect to consider the possibilities of 
these extra-abdominal causes of acute ab- 
dominal symptoms! 

Now, for acute conditions in the ab- 
dominal cavity, we might enumerate: 

First. Acute appendicitis, which is said 
to be the cause in at least 80 per cent of 
these cases; 2nd., Acute conditions of the 
stomach and duodenum, whether gastritis, 
gastro-duodenitis or acute ulcer, with or 
without perforation; 3rd., Acute enteritis, 
entero-colitis or colitis, due, of course, to 
injudicious dietary, food poisoning or other 
infections (including typhoid, amoeba, 





*Read before the Louisiana State Medical Society, 
Opelousas, April 22-24, 1924. 
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etc.) ; 4th. Acute conditions about the gall 
bladder and ducts, frequently involving 
the pancreas with resulting acute pancreat- 
itis; 5th. Actute intestinal obstruction, 
from volvulus, intususception, etc.; 6th. 
Acute ulcerations due to trauma, cutane- 
ous burns, embolic and thrombotic con- 
ditions; 7th. Acute conditions, arising from 
the pelvis—more common in females; 8th. 
Acute localized or general peritonitis, asso- 
ciated with or secondary to, any of the 
above-mentioned conditions. 


For early diagnosis, we must depend, 
principally, on the history and_ clinical 
findings. The clinico-pathological and X- 
ray laboratories are aids, and often valu- 
able aids, in diagnosis, but they should not 
be relied upon to make The Diagnosis; 
tie more acute the condition, the more ap- 
plicable is this statement. It would be use- 
less before this assembly and too time- 
consuming to attempt to dwell on ine 
Clinical diagnosis of all of the above- 
mentioned conditions and diseases, but I 
want to say a few words about the labor- 
atory side. 


Briefly, I shall dismiss the X-ray parti- 
cipation in the diagnosis; its greatest value 
is in differential diagnosis, where urinary 
calculi are suspected and sometimes in gall 
bladder conditions; there is a probability 
that its use in the latter condition may 
grow, now that the tetrabromphenolphtha- 
lein of calcium technique is being per- 
fected. However, please do not understand 
me to be decrying the merits of X-ray 
diagnosis, in general, for I feel that, today, 
it is an invaluable aid in chronic com- 
plaints; but, in the matter under discus- 
sion, it is neither practical nor prudent to 
disturb conditions, with elimination, opa- 
que meals, etc., in order to get a satisfac- 
tory picture. Often rest and Early 
diagnosis are life savers. 


As to the clinical laboratory: Every 
case should have as early urinalysis as 
possible, whether immediate surgical inter- 
ference is contemplated or not; often, by 
this, we might learn of a renal or diabetic 
condition, which would cause postpone- 
ment of operation or determine expectant 
treatment; then, again, it might show evi- 
dence of unsuspected urinary calculus or 
infection, which would cause a change in 
diagnosis. 

Next, the blood examination. In the 
absence of a history of the illness a physi- 
cian, confronted with an unconscious man, 
with an acute abdomen, should always 
consider the possibility of a typhoid perfor- 
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ation; the Widal reaction, while not infal- 
lible, is often a quite valuable aid. But 
the main consideration of a laboratory is 
the blood count; while an increased leukocy- 
tic count, especially with a relatively higher 
increase in polymorphonuclear neutro- 
philes, is of great importance and often 
clinches a diagnosis of suspected acute in- 
flammatory trouble, still there are pit-falis; 
e.g., this is marked in pneumonia, a dis- 
ease, which, as mentioned above, should 
always be excluded; but, too often, indeed, 
in acute streptococcic appendicitis, with 
perforation or gangrene, we encounter a 
normal count, if not a leukopenia. Many 
such cases have been reported, but let me 
briefly relate one, from the files of the 
North Louisiana Sanitarium, in which, 
although there was a slight leukocytosis, 
it was, in no measure, proportionate to the 
intensity of the infection. 

Patient, S. D., admitted May 2, 1921, 
complaining of “pains in stomach” of 24- 
hours duration; temp. was 98.2, pulse 80 
at 1:30 p.m.; temp. 98.2, pulse 120 at 
5:30 p.m. Leukocyte count at one was 
9,200; at 5:30, it had risen only to 10,200. 
Abdomen opened at 7 p.m., and an acute 
gangrenous, ruptured appendix found and 
removed; the patient, in spite of an acute 
nephritis and marked icterus, made, practi- 
cally, an uneventful recovery. This grati- 
fying result would probably never have 
been obtained, had the surgeons waited for 
a definite “tip” from the laboratory. 

Now, as to medical treatment. It has 
been said that “‘there is no medical treat- 
ment for acute appendicitis; to this, I 
do not absolutely subscribe. Although I 
will grant that a diseased appendix out- 
side the body is preferable to one inside, 
and, although I will confess that, when 
the essayist, personally, was seized with an 
attack of appendicitis one morning, he had 
his appendix in a bottle the next morning, 
I will not dare to stand here and say about 
this, like Reuben at the circus said about 
the giraffe, “there ain’t no such animal.” 
Under certain conditions, temporizing must 
be practised, the length of time that this 
is permissible depending upon the circum- 
stances causing it. 

A physician, caught unawares, in an in- 
accessible place, with no assistants and no 
surgical armamentarium, but with a clear- 
cut case of acute appendicitis—what is he 
to do; treat the patient expectantly or 
knock him in the head? 

Again, how about the cases complicated 
with hyperglycemia, puerperal infection, 
advanced tuberculosis, etc.? At least, the 
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first two conditions mentioned must be 
tided over, before patient is ready for the 
knife. I admit that, as a general proposi- 
tion, early operative interference is best, 
but we should all be posted on the expectant 
treatment, the general principles of which 
were laid down many years ago by Ochsner 
and amplified by Murphy. I know a num- 
ber of people who have had evidences of 
acute appendicitis and who have apparent- 
ly recovered, without surgical procedure; 
many of you, doubtless, can also recall such 
cases, who have refused operations, some 
avoiding it and other postponing it; they 
were “playing with fire,” it is true, but 
they got by with little scorching. I men- 
tion this, not with the idea of advocating 
medical treatment, but simply to show that, 
for various reasons, it is often indispensi- 
ble; in it, however, there are “don’ts” more 
important than “do’s” and I wish now to 
report a case, brought in to me, by a fel- 
low-pracitioner, in a nearby town, who had 
undoubtedly been told, in his college days, 
how to manage these cases, and let us see 
what he actually did, viz: 

E. S., aged 11, with a history of two 
previous attacks of what was diagnosed 
as appendicitis, was seized with a spell of 
pain in abdomen, nausea and vomiting five 
days before admission to North Louisiana 
Sanitarium; after the child had been ill for 
two days, with no bowel movement, my 
friend was called in and told that, although 
salts and oil had been administered, they 
were ineffectual, as they were promptly 
vomited; he then administered another 
dose of salts and (to use his words) he 
“stood over her and saw that she kept it 
down;” after a few hours, bowels moved, 
but patient collapsed and was brought to 
Shreveport in that condition; temp. 97.8, 
pulse 108 and thready, cold sweat, abdomen 
rigid, but practically painless. A ruptured 
gangrenous appendix was removed; con- 
valescence rather stormy, but patient made 
a satisfactory recovery. Had this case 
been properly handled, medically, surely 
the surgery would have been simpler and 
safer, with easier and shorter convales- 
cence. 

Along this line, I cannot but refer to 
an excellent article by Dr. P. Graffagnino 
published in December, 1922, N. O. Medical 
& Surgical Journal, in which he refers to 
“Acute Appendicitis—a surgical problem” 
and, in reviewing cases brought to New Or- 
leans Charity Hospital, after having been 
treated (or mistreated) by family physi- 
cians, he deplores the fact that, in spite 
of teachings to the contrary, so many of 





194 


them will persist in administering purga- 
tives. Why, gentlemen, if I had my way, 
I would have printed across every diploma, 
in red ink, these words: “In acute abdomi- 
nal conditions, make your diagnosis before 
treatment; when in doubt, don’t purge.” 


Much has been written as to the relative 
merits of surgery and mediicne in gastric 
and duodenal ulcers, in general. I believe 
that I am voicing the concensus of present 
day opinion when I state that the ACUTE 
cases are all medical, unless there be de- 
finite evidence of perforation or uncon- 
trollable hemorrhage. 


Time will not permit me to go into de- 
tailed account or statement of all condi- 
tions mentioned; as a general proposition, 
however, we might say that all ulcerations 
in the intestinal tract—typhoid, syphilitic, 
due to burns, etc.—should be considered 
as of medical therapeusis, except where 
there is perforation, definite obstruction 
or serious and persistent hemorrhage. 


Acute gall bladder case are not, as a 
rule, medical, as contrasted with the 
chronic ones, which often yield brilliant re- 
sults through non-surgical drainage. 


Sometimes, we are confronted by a situa- 
tion in acute or sub-acute conditions which 
make us hesitate as to proper procedure, 
as this case will exemplify: 


W. T., aged 14, admitted to North Loui- 
siana Sanitarium, with history of having 
been run over, diagonally across the abdo- 
men, by the wheel of a school-van, one 
month before. Family physician being 
called, a large dose of calomel was (of 
course) promptly administered; the effect 
was apparently satisfactory and_ the 
boy improved for one week, after which 
he had an irregular distention and evid- 
ences of intestinal obstruction; from this 
time, he would retain only small quantities 
of buttermilk and, when seen by us, he 
had lost 15 pounds in weight; we temporiz- 
ed for 8 days, attempting to improve his 
general condition, which seemed promising 
for a part of the time; then, as he began 
to lose ground, we advised surgical explora- 
tion; breaking up the obstructing adhe- 
sions, there was exposed closed-over in- 
testinal perforations, from which fecal 
matter poured out. He now presented a pic- 
ture of numerous recently-localized walled- 
off acute peritonitis areas, complicated by 
more or less acute tuberculous peritonitis, 
on which the operation had engrafted an 
acute septic peritonitis. In spite of free 
drainage, the outcome was rapidly fatal; 


‘will happen? 
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continued medical treatment 
have ended the same way. 


All in all, medical and surgical men us- 
ually consult and agree, generally speaking, 
on the diagnosis in acute abdominal con- 
ditions. However, although we also con- 
cur as to the indications for treatment and 
the treatment of many things, especially 
the acute appendix, under favorable con- 
ditions, there are some points on which 
there probably never will be unanimous 
agreement; honest disagreements work 
to the benefit of the patients, for, to have 
our ideas and conclusions challenged makes 
us think a little more and, perhaps, see 
the other side of the proposition; or, to ex- 
press in another way—in the words of 
Mark Twain—“it is the difference of 
opinion that makes horse races.” 


DISCUSSION 


Dr. C. H. Mosely (Monroe): I do not know of 
any subject that would be any more interesting 
to a doctor than pain in the abdomen. There is 
no subject that demands an immediate diagnosis 
like pain in the abdomen. The simon-pure oper- 
ating sugeon, the simon-pure gynecologist here 
meet their reward. A man that cannot diagnose 
a lung condition, a man that does not know 
aortic insufficiency, has no business doing surg- 
ery. A man that does not know something about 
nephritis, something about the toxemias vf preg- 
nancy, something about metabolism, has no bus- 
iness doing surgery. You cannot divorce medi- 
cine and surgery. The best internist in the world 
should do the best surgery. 75 per cent of 
surgery is horse sense—25 per cent is technique. 

The doctor’s paper is interesting from a surgi- 
cal standpoint. The people who served in the 
army saw people with tuberculosis, and on strip- 
ping these soldiers saw the telltale scar of an 
appendectomy. 35 per cent of the soldiers we 
stripped at El Paso had scars on the abdomen. I 
saw a baby eight weeks old with appendicitis. 
The appendix masquerades, and regzrdless of 
your laboratory findings, regardless of your 
care and what you do or what you think, you 
must admit some of your faults. You cannot be 
right but about 90 per cent of the time. There 
are 10 per cent of failures in all things, and we 
people who do not employ laboratory facilities 
will make failures in our diagnosis. 

The chief cause of acute abdomen is obstruc- 
tion, and remember that in obstruction you have 
lack of temperature and the intestine makes a 
noise. You give that man a dose of morphine 
and you destroy the very thing that is important. 
If you leave the man alone for 48 hours, what 
He will die. When the operation 
ag immediately the outcome as a rule is favor- 
able. 

Dr. S. J. Couvillon (Moreauville): I was in- 
deed impressed with Doctor Herold’s paper, parti- 
cularly with the title, “Acute Abdomen.” This 
phrase is somewhat of a new one in medicial lit- 
erature and not so long ago I came across this 
phrase for the first time in a medical journal and 
became familiar with it, and about two hours later 
I had a call to see a patient who had violent 
pain in the region of the abdomen, preceded by 
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a chill. On examination I found a subnormal 
temperature, the patient (a husky man_ 175 
pounds in weight) almost in a state of collapse, 
with rigidity all over the abdomen and some 
tenderness over Mc. Burney’s point. er 

My diagnosis of course was acute appendicitis 
and I ordered the patient to go to New Orleans 
at once for surgical interference. I used the 
phrase “acute abdomen” in pronouncing my diag- 
nosis and he asked me, what is that? I said, “‘It 
is a pathological condition in your abdomen that 
demands an immediate operation.” I immediate- 
ly took the patient to New Orleans and of course 
a blood count was made. It was found extremely 
low and the surgeon disagreed with me on the 
diagnosis. He suspected the condition to be a 
stone which had made its way from the right 
kidney to the bladder and that I had slipped on 
the diagnosis. He referred the man to a urolog- 
ist, whose findings proved negative and _ the 
doctor finally told me to take the man home. I 
insisted on an exploratory incision and he asked 
me, would I assume the responsibility? I said I 
would. On opening the patient we found a 
gangrenous appendix which he removed, and 
the patient made an uneventful recovery. I 
bring up this case to show that we snould always 
open up a patient presenting such symptoms and 
not depend altogether on blood counts, especial- 
ly since in a gangrenous appendix, it is usually 
low.” 

Dr. J. E. Knighton (Shreveport): Doctor 
Herold referred to extra-abdominal conditions 
that produce pain in the abdomen. I want to 
mention a case that was recently under my ob- 
servation which is a good illustration of that 
point. Doctor Willis received a telephone mes- 
sage from a doctor in a neighboring town in 
Texas to be prepared to operate immediately 
upon a patient he was sending over. They were 
not waiting for a train but sending the patient 
by automobile. This doctor said that apparently 
the patient had a ruptured gall bladder and he 
thought should have immediate operation. Upon 
arrival we found the following: 

Patient was a man about forty years of age, 
¢viving a history of having had some pain in the 
upper right abdomen a few days previously. A 
snort time befors -:he message was sent the pain 
became acute, the patient seemed prostrated, 
and it oecurred to the doctor that he might 
have had a rupture of the gall bladder. On go- 
ing over the patient we found that he had a 
rather rapid pulse and respiration, elevation of 
temperature a leukocyte count of between 20,- 
000 and 30,000, with the polys predominating, a 
very rigid board-like abdomen, particularly on 
the right side. He complained of pain and in- 
tense soreness and tenderness over that area, 
but on going over his chest we found a dullness at 
the base of the right lung with a friction rub 
which to my mind meant that the patient had 
pneumonia with diaphragmatic pleurisy which 
caused the pain to be referred to the abdomen. 
So we decided the patient did not need any 
operation, and with medical treatment for acute 
lobar pneumonia he went home all right with- 
out being operated on. 

Dr. I. I. Lemann (New Orleans): There are 
several points that I would like to reinforce in 
discussion. One that Doctor Knighton has just 
elucidated, is the matter of referred pains in the 
abdomen from the thoracic region. A man was 


referred to Doctor Carroll Allen a few months 
ago, for immediate operation because he was 
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thought by one doctor to have acute appendicitis, 
and by another to have acute gall bladder disease. 
The man had pneumonia. He was not operated 
and promptly got well. 


Years ago I saw an old man of 70 who had 
terrific pain in his abdomen and seemed to be 
almost dying from collapse, but whose chest re- 
vealed a pleural rub, and the simple application 
of adhesive strips relieved his pain immediately. 

The next point I would like to emphasize is 
the disappearance of pain in fulminating, acute, 
inflammatory, and gangrenous conditions with- 
in the abdomen. I recall very vividly a boy 
who was seized suddenly with abdominal pain 
while at stool. He had no fever but his blood 
showed a leukocytosis of 25,000 to 30,000 with a 
correspondingly high polymorphonuclear count. 
I asked immediately for a surgical consultation, 
to the great surprise of the parents, because the 
boy did not seem to be particularly ill. When 
Doctor Parham and I went there in a short time 
the boy had absolutely no pain and his abdomen 
was perfectly soft. It took more than an hour’s 
constant argument to convince the parents that 
the boy needed immediate operation. When the 
abdomen was opened there was a monstrous en- 
larged, inflamed appendix, red and covered 
with fibronous exudate. A few hours more and 
we should have had perforation. 


The third point I wish to speak about is one 
that Doctor Herold mentioned in his very pleas- 
ing fashion, namely, the necessity of providing 
some expectant or medical treatment in case of 
inflammatory abdominal disease where there is 
a hyperglycaemia. I venture to disagree with 
Doctor Herold and to say that where you have 
an acute inflammatory disease in the diabetic 
you should operate all the sooner; that it is now 
perfectly safe with the use of insulin, and with 
the proper anaesthetic, preferably ethylenegas, 
to do all on the diabetic that you can to a per- 
son with a normal metabolism. 

Dr. W. P. Bradburn (New Orleans): There is 
one point that has not been emphasized, and that 
is, let us interpret the condition, especially with- 
in the acute abdomen, in the light of the clinical 
findings. Let us examine our patient thorough- 
ly clinically, using the laboratory as a guide, and 
where there seems to be a difference between 
the clinical and the laboratory findings, let the 
clinical side rule. 

There is another point, going to the other 
side, and that is in using the expectant treat- 
ment. Where we follow this procedure I think 
laboratory work will help us in differentiating 
and determining when the expectancy should 
cease. 

A women 73 years of age with a pulse of 120 
had adnormal pains for 24 hours; she had taken 
purgatives and was perfectly comfortable ex- 
cept for pain in the right fossa. We sent her to 
the hospital and the blood count showed 12,000 
with a differential of 79. Examination of the 
urine showed heavy albumin, some hyalin and 
some fine and coarsely granular catts. We de- 
cided not to operate, as we thought the medical 
condition was rather more serious than the 
surgical. The next day we took the blood count, 
which had gone up to 14,000 and dropped in the 
differential. We kept on in the same way and 
on the fourth day she had a practically normal 
temperature the patient left the hospital in a 
week, with kidney function much improved. 

__ Dr. T. J. Dimitry (New Orleans): I wonder 
if a case came to me, of abscess in the eye, and 





196 


I removed the eye if anyone would ask me; Why 
the abscess? I rise as an ophthalmologist to ask 
those who are treating of this subject, why the 
appendicitis? Did that condition originate with- 
out a cause, and if it did not originate without a 
cause why then it is that a surgical procedure 
should be entirely adopted and even after its re- 
moval other things ignored? When the appendix 
is once removed what becames of the infection 
that caused the appendicitis? Can a true appendi- 
citis come about sine causa (7) 

Dr. D. I. Hirsch (Monroe): After listening to 
the discussion it seems to me that one point 
Doctor Herold brought out has been overlooked. 
Frequently we see these acute conditions in the 
abdomen that have been purged and given mor- 
phine. They are referred to us at the hospital 
and we at sea, especially because of the morphine. 
Extra abdominal cases do occur, but there has 
been too much stress laid upon extra abdominal 
conditions causing reflex conditions in the ab- 
domen itself, because generally they are in the 
minority, and it is up to the surgeon to deter- 
mine whether it is in the abdomen. A man in the 
country without facilities to make examination 
is up against it when it comes to diagnosis, and 
if we were in his position we could congratulate 
ourselves if we did as well. 


I have been more unfortunate than most men. 
I have seen quite a few cases of intestinal ob- 
struction. My experience has been that in those 
that have been referred, I have had very few re- 
coveries; but the causes that I saw in the begin- 
ning and that I operated early have recovered, 
with one exception. The night I left home I saw 
a patient that illustrates the rapidity with which 
diagnosis can be made. This man was seen 24 
hours before I saw him by a confrere, and he 
was also seen in consultation by Doctor Snelling. 
He had a leukocyte count of 15,000, intense pain 
in the abdomen, vomiting and temperature. The 
next afternoon at three he was brought into the 
hospital with a leukocyte count of 9,000, a nor- 
mal differential, no pain in abdomen, and a 
diagnosis of intestinal obstruction was ‘made. 
He was operated and obstruction found. The 
diagnosis was simple. This man had been given 
an enema and the fluid returned clear. Pressure 
on his abdomen caused relief of the pain. Why? 
Because some of the gases that were making 
pressure were pushed through, and in thirty 
minutes with return of the pressure he had pain. 
You can have simple obstruction in which nothing 
goes through, or you can have strangulat’9n, when 
the muscles react and you may have a rigid 
abdomen, and then you have a condition of 
thrombosis. The leukocyte counts are very de- 
ceiving. I recall one case in which the count 
was made and in three hours it shot up. The 
man’s abdomen was opened and obstruction 
found. At the Fifth District Medical Society we 
had a paper by a man from New Orleans who 
reported a case in which there was every symp- 
tom of obstruction, in which he had_ given 
pituitrin and enemas and hot applications, and 
finally a gall stone was passed and the man got 
relief. He was 24 hours doing that. The patient 
could have died, but he was fortunate. 

Dr. Maurice Gelpi (New Orleans): I do not 
know of a single surgical condition that requires 
keener surgical judgment than the determina- 
tion as to whether or not an acute abdominal 
condition should be operated upon or left alone. 
The crux of the whole thing, as I see it, is this— 
that you always have time for the necessary 
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period of observation; you always have time to go 
over these cases first and see if you have a 
pneumonia; you always have time to take an X- 
Ray to see if you have stones; you always have 
time for the necessary laboratory work to assist 
you. If the patient is so desperately ill, that 
you do not have time for this ordinary surgery 
then the case is going to die anyway, whether 
you operate or not. That to me is the crux of 
the problem of acute abdominal conditions, when 
it comes to the matter of determining whether to 
operate or not. 

As regards appendicitis, I thing we should be 
eareful not to misunderstand a few things that 
Doctor Herold has said. Once you have de- 
termined positively that you are dealing with 
acute appendicitis, there should be no com- 
promise; it is a surgical condition, and as soon 
as circumstances are favorable for the extirpa- 
tion of that appendix, you should remove it. 
The reason is that we never know for certain, 
what is going on inside the abdomen, and many 
times we take out these appendices through fear 
of what is going to happen, rather than on ac- 
count of what has already happened. We operate 
at once because we are afraid not to do it. 

Dr. A. A. Herold (Closing): I wish to thank 
the gentlemen for their kind discussion. I ne- 
glected to mention one thing, and that is of that 
extra abdominal condition of agina pectoris with 
abdominal symptoms. 

I thank Doctor Lemann for his’. suggestions 
about diabetics. I had always thought it was 
safer to bring the blood sugar to normal so as 
to get rapid convalescence and healing of the 
wound; but I stand corrected on that—that it is 
safer to operate and treat the glycosuria after- 
wards. 

Another point about cathartics came to my at- 
tention since writing this paper. A boy was 
brought in whose abdomen had been run over by 
an automobile. I ordered him put to bed, ex- 
ternal heat applied, and morphine, but nothing 
by mouth. One of my colleagues came in, I told 
him about this case, and he said small doses of 
calomel would have done good! 

As to Doctor Dimitry’s question, I believe from 
my knowledge of the etiology of appendicitis 
that in a great many cases when you remove the 
appendix you remove the trouble; in other cases 
you have not. If it is due to focal infection or 
complicated with gall bladder disease, of course 
you have to go farther. 

I especially wish to emphasize two things, one 
of which was mentioned by Doctor Bradburn and 
Doctor Gelpi, and that is that too many of us, 
surgeons and medical men alike, are sometimes 
hasty in diagnosis. And second, when in doubt, 
call a halt on purgatives in acute abdominal 
conditions. 





PRACTICAL FACTS CONCERNING 
EYES AND GENERAL PRACTICE* 
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I have been asked by the chairman of the 
Eye, Ear, Nose and Throat Section to pre- 
pare a paper, on the eye, for reading be- 
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fore this general session,- of a nature 
which should be of interest to the members 
who are not making a specialty of this 
particular line. This request necessarily 
limits my paper to a general discussion, 
rather than detailed technical points, 
which would be of interest only to the Eye 
Specialist. Perhaps no specialty is so 
clear cut and exact as that of the Oculist, 
and yet there is so much to be said about 
the eye that one of our foremost Oph- 
thalmologists in America, Dr. Casey Wood, 
of Chicago, has edited an Encyclopedia on 
the eye consisting of 18 volumes, with over 
14,000 pages. But what concerns the gen- 
eral practitioner most, as I see it, are the 
minor troubles of the eyes which they have 
to handle at home and certain questions of 
diagnosis which may be important in de- 
termining when these patients should be 
referred to the specialist. 


To know what is best to do for the eyes 
under different conditions requires an in- 
timate knowledge of the Microscopic Anat- 
omy, and also the Physiology of the eye. 


As you know the cornea, or clear part 
of the eye, is made up of five layers, each 
different from the others. The epithelium 
covering reproduces itself well and quick- 
ly when injured from any cause, and 
usually without leaving any scars. But 
an injury, whether traumatic or degener- 
ative, which penetrates Bowman’s mem- 
brane, the second layer, destroys tissue 
which cannot regenerate itself and in the 
healing scar-tissue is formed, which leaves 
a permanent white spot, and this white 
spot, if centrally located, diminishes vision 
in proportion to its size and density. Thus 
we see the importance of keeping this 
second layer intact, whenever possible. 


This brings up the question of foreign 
bodies, such as cinders, emery rock, pieces 
of steel, etc., which may be lying on or 
embedded in the cornea. To my mind the 
old habit of picking at these foreign bodies 
with the corner of a handkerchief, or with 
cotton applicators, should be discarded. 
The surface applied to the cornea is much 
greater than is necessary, and does dam- 
age to the epithelium over a much greater 
area than should be the case. And usu- 
ally there is no regard for having these 
articles sterile. In an open wound on the 
skin one would not be so careless of in- 
fection, and yet on one of the most im- 
portant organs of the body this is often 
not considered. These small foreign 
bodies, superficially placed, should be re- 
moved very carefully with a sharp pointed 
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instrument, after instilling one or two 
drops of a 4 per cent solution of cocaine in 
the eye. In this way no extra damage is 
done to the eye by the method of removal. 

If the foreign body happened to be hot 
when it entered the cornea, after removal 
it will be noticed that the little cup from 
which it was detached has charred edges, 
which in substance is the equivalent of 
dead skin after a burn on other parts of 
the body. If these charred edges are 
curetted away, care being taken not to 
make the cup deeper, the healing time will 
be shortened, with less danger of infection 
and a subsequent scar. 


After removal, except in cases of very 
easily detached foreign bodies, a mild 
antiseptic, such as argyrol, should be in- 
stilled and the eye closed with a bandage 
for several hours. Foreign bodies on the 
conjunctiva are usually more easily re- 
moved, and less dangerous, but even here 
it is a great comfort to the patient to have 
a little cocaine instilled in the eye before 
making the attempt at removal. Often- 
times a foreign body may be discovered by 
turning the upper lid, when otherwise it 
would be missed. 


Slight cuts.in the eye require careful 
study to determine whether they penetrate 
into the interior, and when there is any 
question at all the patient should be given 
the advantage of the doubt, and handled 
by someone who can make certain. Pene- 
trating wounds in the cornea alone are not 
so dangerous as those further back in the 
white part of the eye, especially with re- 
gard to total blindness. This is contrary 
to popular feeling in the matter. Sympa- 
thetic blindness, of the opposite eye, is 
often due to what was regarded as an in- 
significant cut in the sclera of the injured 
eye. 

Penetrating wounds in one part of the 
eye may require an entirely different line 
of treatment from that in some other part. 
Atropine may be indicated in one instance 
and absolutely contra-indicated in others, 
and this makes it especially important for 
careful study. If the iris should be pulled 
into the wound this requires distinct hand- 
ling, an iridectomy. 

There are perhaps as many varieties of 
ulcers of the cornea as there are ulcers of 
other parts of the body, and there are al- 
most as many lines of treatment as there 
are ulcers. Some ulcers are very super- 
ficial, and clear up readily with treatment, 
but practically all have a potential danger, 
and many of them run a very rapid course 
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with destruction of the cornea. No ulcer 
of the cornea should be considered lightly. 

In connection with the ulcers . of the 
cornea, and _ persistent conjunctivitis, 
should be considered focal infections in 
other parts of the body. Many times these 
conditions are secondary to infections 
about the teeth and gums, and _ sinus 
troubles, or tonsils and cannot be con- 
trolled until the focal infections are dis- 
pensed with. Of course there are more 
serious conditions of the eyes also which 
follow in the wake of these infections, but 
with which only the oculist has to deal 
and need no discussion here. 


Ordinarily infections of the eye such as 
pink-eye, or mild conjunctivitis, can often 
be treated with success with the silver 
preparations orzinc sulphate. Argyrol is 
one of the most popular eye medicines, and 
yet by some Oculists is regarded as a 
dangerous drug. It is dangerous because 
of its indiscriminate use. I have seen 
cases where argyrol has been prescribed 
for eyes and the patient had used it over 
a length of time and produced argyria, or 
permanent dark discoloration of the white 
of the eyes. I could name two cases in 
particular whose eyes are nearly as dark 
as argyrol itself, and permanently so 
which has been brought on by the use of 
this drug. It is a valuable drug in its 
proper place and used only in acute condi- 
tions for a short time, but dangerous in 
that it is used by some physicians for all 
inflammations of the eye, without an ac- 
curate diagnosis, when other treatment 
may be imperative if the eye is to be 
saved. I have seen patients almost blind 
with glaucoma and practically beyond the 
hope of relief, whose only treatment had 
been argyrol through a stage when time 
was extremely valuable, when eserin should 
have been used. 

I have known other instances where the 
indiscriminate use of atropine has played 
havoc by being used in eyes that were 
glaucomatous. I shall not go into differ- 
ential diagnosis here but simply wish to 
give a warning against the use of atropine 
in the eye until you are certain of your 
diagnosis and the indication. Atropine, 
with regard to the eyes is often one of the 
“cure or kill’ drugs which should be used 
with utmost discretion. It should never 
be used when the tension of the eye is in- 
creased, when it feels tight. On the other 
hand, it is indicated for iritis. 

Our profession can do a great deal in a 
preventive measure if they will keep clear- 
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ly in mind, and impress upon the patients, 
the difference between a pterygium and a 
cataract, and also the difference in treat- 
ing the two conditions. It is common for 
the Laity to think of a pterygium being a 
cataract. We frequently have patients to 
write us stating that they have cataracts, 
and wish to know when they should be re- 
moved, and what it will cost. We never 
know whether they mean a pterygium or 
a real cataract. Of course a pterygium is 
a fleshy growth springing from the con- 
junctiva and projecting on the cornea in 
the form of a V, with the apex toward the 
pupil. Whereas a cataract is an opacity 
of the crystalline lens, or its capsule. A 
pterygium should be removed in its very 
beginning. The senile cataract only after 
it has ripened, so to speak. The Laity 
have heard always that a cataract must be 
ripe before its removal, and applying this 
to the pterygium, which they consider a 
cataract some take it to mean you must 
wait until the pterygium has reached the 
center of the cornea, or even covered it, 
before having it removed. And this er- 
roneous idea has led many people to neglect 
this serious condition until] the vision has 
been permanently impaired. It is common 
belief, that a pterygium does no harm un- 
til it has reached the margin of the pupil. 
Almost in its beginning it alters the 
curvature of the cornea and produces as- 
tigmatism, sometimes to the extent that 
it cannot be corrected entirely with glasses. 
A thin film projects on the cornea in ad- 
vance of the main growth and cannot be 
seen well with the unaided eye. If a ptery- 
gium is of slow growth, and has been on the 
eye quite a while, it attaches itself so firm- 
ly to the cornea that when it is removed 
it leaves some white scar tissue which is 
permanent. You are due it to your 
patients, who show this growth on the 
outer surface of the eye, to advise its re- 
moval without waiting for it to advance. 


The time of removal for senile cataracts 
should be left to the discretion of an Ocu- 
list. However, with congenital cataracts 
in children, the family physician should 
advise operation as early in life as possible. 
In the very young, a simple needling will 
cause the cataract to become absorbed, 
while if left to go until a later age, absorp- 
tion may be impossible, and removal in 
bulk become necessary, which is a more 
dangerous operation. 


While thinking of age in connection with 
eye troubles in children, I wish to em- 
phasize the importance of treating cross 
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eyes while the child is quite young. In 
the majority of these cases the cause can 
be traced to hyperopia, or relatively speak- 
ing a short eye ball, in which focusing for 
the near point is difficult, without con- 
siderable effort of accommodation. Glasses 
properly fitted at an early age will 
straighten the eyes in most children. 
The older they become the harder it is to 
accomplish this, and after the age of seven 
it is almost impossible to straighten the 
eyes with glasses, and the only recourse 
left is a muscle operation. And even when 
they are corrected with a muscle operation, 
after this age, the two eyes rarely work 
together. My point is, that all children 
with cross eyes should be carefully studied 
at a very early age, with the idea of cor- 
recting the condition with glasses ,which 
perhaps cannot be done at a later age. 
These eyes must be examined under the 
influence of belladonna, and it is worse 
than useless to try fitting them with any 
other method. 


I have no criticism to make of the Opto- 
metrists. Many of them are honorable, 
conscientious men who endeavor to do 
what they consider to be for the best of 
the eyes, and they can often accomplish 
good results with people beyond middle 
age. But they are not permitted to use 
drugs in any form and since it is essential 
for accuracy to use belladonna _ in 
the eyes of the young, whose accom- 
modation is active, I feel like it is 
a great mistake for young people to wear 
glasses fitted by members of that profes- 
sion. I have seen children wearing minus 
cylinders, axis 180, which checked up all 
right before using a mydriatic, and who 
after using a mydriatic, to relax the ac- 
commodation, would take plus cylinders in 
exactly the opposite axis or 90. In other 
words the Optometrist had corrected the 
astigmatism, which can be done either 
with minus or plus lenses, but by using 
this minus lens had increased the hyperopia 
which is almost as bad. 


I cannot stress this point too strongly, 
that students should be examined only by 
Oculists with the aid of mydriatics. And 
yet it is a common occurrence that physi- 
cians are referring these cases, including 
their own children, to Optometrists for 
glasses. 

Another condition which I think should 
be borne in mind is that headaches in 
children are in most instances due _ to 
errors in refraction. The fact that many 
of these children have keen vision is mis- 
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leading in this regard. One can have very 
keen vision sometimes with a high degree 
of hyperopia, or with mild astigmatism. 
A great effort on the part of the muscles 
of accommodation makes this possible. 
The fact that ones vision is keen must not 
mislead you into believing the eyes cannot 
be responsible for the headaches. I feel 
that in all school inspections every child 
should be questioned with regard to head- 
aches. If headaches are frequent, the eyes 
should be thoroughly examined regardless 
of whether or not the child sees clearly. 
The majority of these cases can be relieved 
with the use of glasses. These glasses 
should be prescribed only after the use of 
a mydriatic in making the examination. 


DISCUSSION 


Dr. W. S. Sims (Jackson): The doctor has 
given us an excellent paper dealing with un- 
questioned facts that we can all appreciate, gen- 
eral practitioner as well as specialist, although 
I suppose the paper is intended more for the 
general practitioner. We have heard a great 
deal in the past about what the general practi- 
tioner should know about the eye, but we have 
heard little about what the eye man should know 
about general medicine. We have actually been 
neglected, and as we all know, eye affections 
are more often than not local manifestations 
of some general disease, as syphilis, tuberculosis, 
kidney trouble, or focal infections from the 
teeth, tonsils, prostate, cervix, and intestinal 
tract. These we should keep a close watch for 
and remove as far as possible when we learn 
their location. 

The focal infections and toxic conditions 
seem to be confused by some. For instance, I 
had a patient some time ago referred to me 
with an iritis, with the request that I have a 
dentist see certain teeth and have them extracted, 
the doctor stating that he felt sure when he dis- 
eased teeth were extracted the eye would clear 
up. I agreed that the diseased teeth should be 
extracted, but I did not agree that the infection 
would be relieved at once when the teeth were 
extracted, because this was a secondary infec- 
tion and was just as much a focus of infection 
as the primary. This iritis had to be treated 
through several weeks, and it was a mistake to 
say that the secondary infection would be re- 
lieved at once by removal of the primary cause. 
That is not true of toxic infection. Later I saw 
a patient with an infected ulcer of the cornea. 
It was a very virulent infection. At the time 
I saw him the anterior chamber was filled with 
non-infected pus (hypopyon). This latter was a 
good example of a toxic infection. The destruc- 
tion of the infection of the corneal ulcer was 
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promptly followed by the relief of the iridocyditis 
and hypopyon. 


Dr. E. Leroy Wilkins (Clarksdale): I agree 
with Dr. Guyton that a good many of these cases 
seem to be neglected, but not so many as a few 
years ago. 


I would like to mention one or two things— 
one is the question of using 4 per cent. cocaine. 
Abbott puts out a preparation called Butyn that 
we find an excellent help, more especially in the 
case of a man, say walking to his office, who 
gets a foreign body in his eye. If we put. in 4 
per cent cocaine we are apt to get dilatation of 
the pupil that hampers him in his work, and it 
also has a slight drying effect on the cornea. 
Butyn does not have the dilating effect, is bet- 
ter, and a lesser time is required for, anaesthesia. 
I believe since I have been using Butyn that my 
cases of foreign body in the eye, heal over 
quicker, have less pain and less bad after effects. 


We all have the proposition the Doctor men- 
tioned—that is, the lamentable fact that the mis- 
nomer of cataract is so well established. To the 
lay mind a pterygium looks like cataract, and it 
certainly works great harm in a number of cases 
—by the waiting for the so-called cataract to 
ripen to the point of no vision. 

Speaking of headaches, I think the majority of 
headaches in children and young people are from 
the eyes, eye strain, but I feel it is wise in every 
case of a young person coming for headace to 
also look over the points of possible focal infec- 
tions as a cause of eye conditions. We now find 
a possibility of a focal infection that might cause 
the headache, have that removed also, and best 
tion before you go into the eye, and if there is 
before refacting. ' 

Dr. D. C. Montgomery (Greenville): There is 
one point in the Doctor’s paper that I want to 
mention particularly, and that is the focal infec- 
many infections that in the past caused many 
eyes to be lost. I had a young lady come to my 
office with a history that five days previously the 
vision of her right eye began to blur. Within 
five days she was unable to see anything more 
than fingers at two feet. A very careful exami- 
nation, both with the ophthalmoscope and other- 
wise, failed to show any lesion whatever—eye 
grounds negative. Bearing in mind that focal in- 
fection could cause such a condition I examined 
earefully and found nothing, although I knew 
that a hyperplastic condition of the ethmoid or 
sphengid may show no pus or mucus. The con- 
dition was such that it needed immediate atten- 
tion or she would lose that eye, I decided to open 
the ethmoid and sphemoid cells—but did not find 
anything but a hyperplastic condition, no pus. 
She began to improve in about three days, and 
at the end of thirty days the vision was 20-20. 
In the meantime, two weeks after the first eye 
became infected the second eye did the same 
thing. I did the same operation on the opposite 
side and the condition stopped at once. That case 
showed absolutely no indication of any infection 
or trouble in the eye itself so far as I could see. 

I will take exception to what Doctor Wilkins 
says about Butyn. I have tried Butyn and it has 
been my experience that it has not been of much 
value in nose and throat work. I realize that 
a great many men are using it with success, but 
I believe that cocaine and novocaine will never 
be given up and will never lose its usefulness. 


WHITMIRE—A New Operation Ete. 


A NEW OPERATION FOR THE COR. 
RECTION OF SQUINT* 


ARTHUR WHITMIRE, M. D., 
New ORLEANS. 


Volumes have been written on Squint, 
commonly called “Crossed Eyes,” for which 
many operations have been performed with 
both their good and bad modifications. [I 
shall not attempt to go into the theory. My 
purpose is to present an operation which | 
have modified from Reese’s Resection, add- 
ing a scleral suture for fixing the teno- 
tomized end of the opposing rectus in a 
fashion enabling a suture to be placed at 
any accessible distance from the limbus- 
even directly over the “danger zone,” 
which is in the vicinity of the Ciliary mus- 
cle. Until recently, this technique would 
have been considered quite dangerous, in 
that the sclera, being the thinness of 
paper, perfectly smooth and sometimes 
transparent to the extent that the choroi- 
dal pigment shows through. Here the 
greatest care is necessary in order that 
sufficient fibers are divided to hold a No. 
3 silk thread, against the forward pres- 
sure of supra-orbital fat. Yet you do not 
dare perforate the sclera for fear of irri- 
tation of the ciliary muscle, and infection. 

Previous to performing the operation 
four years ago, I had been unable to find 
this technique in the literature. In De- 
cember, 1920, I presented two cases to the 
Eye, Ear, Nose and Throat Club of New 
Orleans. 

In May, 1923, I was permitted to have 
published in the Archives of Opthamolo- 
gy, a paper entitled “Fundamental Con- 
siderations in the Correction of Squint,” 
in which I endeavored to cover the field 
more in detail than in this report. 

Here I shall try to avoid that which is 
of little interest to the general practi- 
tioner, but to contribute, if possible, some- 
thing to the ophthalmologists present, in 
the event sufficient time is permitted for 
discussion. 


My series of about 50 cases, as far as 
I have been able to observe, have dis- 
carded glasses altogether following opera- 
tion. To the casual observer, and in many 
cases Physicians have been unable to de- 
tect which eye had been operated unless 
quite familiar with the case. The cos- 
metic effect is striking. The thin patients 
gain from 10 to 15 lbs. within a few 
months, the little fellow takes a new hold 





*Read before the South Mississippi State Medical 
Society June 18, 1924. 
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Before and after Operation. 1920. Gained 15 pounds in four months. 

Right eye V 20/200, left eye V 20/20. Refractive error both eyes 
plus 5.50 sph. 


Before and after operation, 1920. Gained 10 pounds in two months. 

Right eye V 20/100, left eye V 20/50. Refractive error both eyes 

plus 5.50 sph. Presented to Eye, Ear, Nose and Throat Club, Orleans 
Parish, Dec. 10, 1920 
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, ; 
Before and after operation, 1921. Right eye V 10/200, left eye V 20/20. At 
time of operation was receiving .75 per night, one year later was earning 
per month. 
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Before and after operation. A few additional cases worthy of note where re- 
markable improvement has been noted. All of whom have discarded glasses en- 
tirely for all possible uses. 





DEMPSEY—Crude Statistics. 


upon life and is transformed to a happy, 
norma] child. 


Many factors are to be taken into ac- 
count in order to obtain the exact correc- 
tion. This is best done by measurements 
of deviation, muscle strength, error of re- 
fraction, general physical condition and 
development of extrinsic muscles as ob- 
served only when exposed. 


The cases of divergent strabismus often 
have a weakened, thinned and_ undevel- 
oped internus and a hypertrophied exter- 
nus. In the divergent cases only 6 eyes 
as yet have been operated. Resection of 
externus and tenotomy of internus is 
done. 


My modification of Reese’s resection is 
to pass a No. 10 silk suture into the mus- 
cle proximally to the Prince Forceps, but 
not until the tendon has been divided at 
the scleral attachment, just the opposite 
procedure to that of Reese, but causing 
the severed edges of both stump and mus- 
cle not only to come together but actually 
bend at right angles to plane of sclera 
with their cut ends pointing outward. Not 
one of the cases showing any tendency to 
slip or relax in the least from underneath 
Sutures are passed through 


the stump. 
conjunctiva and two mm from limbus and 


tied securely. The tenotomized muscle is 
held in Prince Forceps and a number 
three (3) silk suture passed through mus- 
cle proximally to forceps and into sciera 
from three to twelve mm from stump and 
brought out and tied over conjunctiva two 
mm from limbus. Done by the open 
method, it is necessary to close all conjunc- 
tiva openings with No. 3 silk. Anchor 
either to bridge of nose over several lay- 
ers of adhesive, or strap over to temple as 
the case may justify. This anchorage is 
best obtained by passing a number 13 silk 
suture underneath the conjunctiva as close 
to limbus as possible. Pressure bandage 
over both eyes, changed every twenty-four 
hours for three consecutive days. Large 
scleral sutures should remain in position 
from twelve to thirty days owing to the 
amount of scar desirable at attachment. 

Local anesthesia is used for all cases ex- 
cept the excitable type. The youngest 
operated in series under local was 6 years 
of age. No interruption on account of 
pain. 

Conclusion—Glasses being discontinued 
without apparent defect in cases of hype- 
ropia as great as 4 days is admittedly quite 
interesting to some of the country’s great- 
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est ophthalmologists. This I attribute to 
the improvement in body strength. 

This cosmetic result without the aid of 
glasses is a new feature. 


DISCUSSION 


Dr. Tracy: I would like to ask Dr. Whitmire if 
he has had the misfortune of having a knot slip 
following a resection. Also does he always cut 
the internus when performing a resection of the 
external rectus. 

Dr. Whitmire, in closing: In my limited ex- 
perience, doing this particular work, it has been 
my good luck to have not had a single slipping 
of the knot. This is due to the fact that the 
suture is tied before the forceps are removed, 
and is held at an angle sufficient to make slip- 
ping, in my opinion, practically impossible—there 
is not the slightest danger in any way attending 
this operation. 





CRUDE STATISTICS* 


J. GreorcE Dempsey, M. D., 
NEW ORLEANS. 


In compliance with the request of our 
chairman, I have the pleasure of present- 
ing to you the Statistical Records of the 
years 1922-1923, of Births and Deaths 
compiled by the Bureau of Vital Statistics. 

Births 
Number of Births received for the 

year 1923 
Number of Births received for the 

year 1922 
Showing an increase over 1922 of— 1,063 

No doubt this amount will be increased 
from time to time when delays are ac- 
counted for, and remote sections are 
thoroughly canvassed. 


Deaths 


Number of Deaths received for the 

year 1923 
Number of Deaths received for the 

year 1922 0,612 
Showing an increase over 1922 of.. 1,707 

Whereas the total number of deaths for 
1923 exceeded 1922 by 1,707 it shows clear- 
ly that we are getting better co-operation 
in all the Parishes. 


Louisiana 


1922 1923 
Estimated population .1,835,106 1,849,746 
White population ....1,136,660 1,152,680 
Colored population . 698,446 697,066 
Total deaths 20,612 22,319 
General death rate per 


1,000 population . 11.2 12.0 





*Read before the Louisiana State Medical Society, 
Opelousas, April 22-24, 1924. 
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1922 Deaths 


White ....10,616 
Rate per 
1000 pop.. 


Colored 
Rate per 
1000 pop. 


. 9,996 


9.3 14.3 


1923 Deaths 


White ....11,526 Colored 

Rate per Rate per 
1000 pop. 1000 pop. 
1922 

40,011 


. .10,793 
10.0 15.5 
1923 
Total births 41,074 
General birth rate per 
1000 population 


21.8 22.2 


1922 Births 


White ...26,004 Colored ..14,007 
Rate per Rate per 


1000 pop. 1000 pop. 
1923 Births 


White ....26,270 Colored 
Rate per Rate per 
1000 pop. 22.8 1000 pop.. 21.2 


Your attention is especially called to the 


22.9 20.0 


. 14,804 


tabulation of Deaths from the most im- 
portant cases in comparison with other 
cases during the years 1922 and 1923, see 
maps, also ,to detailed report on map by 
all parishes for 1922 and 1923 of births 
and deaths and infantile mortality. 


All rates in this report are based on 
total number of deaths occurring in each 
community irrespective of residence at 
time of death. It is but natural that there 
should be a greater rate in large cities and 
towns where sanitariums and hospitals 
exist. 


In spite of the usual number of delayed 
certificates for 1923 due the departments 
you will find a considerable increase in 
births and deaths, over last year, which 
increase is mainly due to the better co- 
operation on the part of the rural regis- 
trars in forwarding their reports and cer- 
tificates. 


In conclusion I want to express my sin- 
cere thanks to the physicians and _ regis- 
trars, for without their assistance the ac- 
curacy of this report might be questioned. 
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SOUTHERN MEDICAL ASSOCIATION 


New Orleans will this month be host to 
the Southern Medical Association. For the 
past year, the Orleans Parish Medical So- 
ciety has been actively preparing for the 
entertainment of the second largest Medical 
Society in the United States. 


Approximately ten years have elapsed 
since the convention met in New Orleans. 
This interval of years has been marked by 
a steady growth of the Association, until 
today it ranks among the highest in per- 
sonnel and scientific attainment. 


Their meetings have always been fea- 
tured by a scientific program of the first 
order, and every effort has been made to 
surpass if possible all former programs. 

Read it over and be convinced. All sub- 
jects thoroughly covered, and by leaders of 
medical thoughts! 

Again, the Southern Medical has a repu- 
tation of staging a meeting of “warmth,” 
where good fellowship and the bringing to- 
gether on closer terms of intimacy medical 
men, is a feature that is most attractive, 
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especially in our day of “over-organiza- 
tion.” 

The columns of this Journal and the 
Southern Medical carry an invitation and 
a suggestion of what will transpire. 

The General Committee, with Dr. Homer 
Dupuy as Chairman, is ready. Nothing has 
been overlooked that would help to make 
this convention a most memorable one. 

Count yourself among those progressive 
medical men and spend four profitable days 
with us. 





BICKHAM’S OPERATIVE SURGERY 


The appearance of the first four volumes 
of Bickham’s encyclopedic Treatise on Op- 
erative Surgery marks an event which is 
not only of special significance in the his- 
tory of medical publishing in this country, 
but is of particular interest to the medical 
profession of this city where the distin- 
guished author was born, educated and 
launched in his professional career. Dr. 
Bickham’s participation for many years in 
the activities of the local profession and as 
a member of the staffs of our leading in- 
stitutions,—Charity Hospital, Tulane Uni- 
versity, Touro Infirmary, Presbyterian 
and Hotel Dieu—remains too fresh and 
agreeable in the memory of his numerous 
friends and former associates to allow the 
remarkable achievement which is repre- 
sented by the four portly volumes that lie 
before us, to go by the editorial office with- 
out the JOURNAL’S notice, and the expres- 
sion of gratification experienced by the 
Staff in the completion of a great under- 
taking which reflects so creditably upon 
the author and indirectly upon the com- 
munity and the institutions that gave him 
birth. 

It will no doubt interest the younger gen- 
eration of medical men, and especially the 
Alumni of Tulane University, who have 
sprung up since Dr. Bickham transferred 
his domicile to New York, to know that he 
is a graduate of the Medical School of Tu- 
lane University (Class of 1887), and that 
he was the first demonstrator of Operative 
Surgery, appointed in 1893, to direct the 
Laboratory which had just been created 
through the bounty of Professor A. B. 
Miles, and since known as the Miles Lab- 
oratory of Operative Surgery. He was in 
charge of this Laboratory from April 17, 
1893 to May 7, 1898, when, after the death 
of his father, Dr. C. J. Bickham, he re- 
signed and was succeeded by his former 
assistant, Dr. H. B. Gessner, who contin- 
ued in charge until the close of the 





206 


session 1922-23, to be succeeded, in turn, 
by the present incumbent, Dr. L. H. Lan- 
dry, also a former assistant in the Labora- 
tory. 

It is worthy of note that Dr. C. J. Bick- 
ham, the father of the author, had been a 
demonstrator of Anatomy in the medical 
department of University of Louisiana 
(now Tulane) from May 20th, 1867, to 
May 24, 1872, for precisely the same num- 
ber of years that the son subsequently 
served as Chief of the Laboratory of Oper- 
ative Surgery. 

It is not surprising that Dr. Bickham’s 
predilection for Anatomy and his unusual 
capacity as a teacher should have been an 
inheritance from his father, of whom it 
may be said that, apart from his univer- 
sally recognized ability, he was one of the 
gentlest and best loved men in the commu- 
nity. The name, Warren Stone, given to 
the son, also attests to the admiration and 
friendship in which the elder Bickham held 
that remarkable man and surgeon, a name 
that also links Dr. Bickham, the au- 
thor of this great work, with one of the 
most famous and honored traditions in the 
surgical history of New Orleans. 


On resigning from the directorship of 
the laboratory of operative surgery, Dr. 
Warren Stone Bickham gave up a very lu- 
crative practice to pursue under the great 
European masters of his time, the study of 
surgery, which had become his ruling pas- 
sion. After several years of arduous 
and unremitting study spent in England 
and the continent, he returned to America 
and established himself in New York, 
where he was soon appointed Surgeon on 
the Staff of the Manhattan Hospital and 
Instructor in Operative Surgery at the Col- 
lege of Physicians and Surgeons (Columbia 
University), the New York Post Graduate 
School and Hospital, and the New York 
Polyclinic School. In the midst of these 
occupations, he found time to devote him- 
self to medical authorship, which found ex- 
pression in the first edition of his well 
known “Text Book on Operative Surgery,” 
published by Saunders in 1903. This quick- 
ly ran through a second and third edition 
in 1904 and 1908 respectively. This, then, 
was the foundation upon which the present 
exhaustive treatise was built. Business in- 
terests again brought Dr. Bickham to New 
Orleans. In that year, the official staff of 
Touro Infirmary was reorganized with Dr. 
Matas as Chief of the Surgical Division and 
Dr. Bickham was appointed senior assist- 
ant surgeon, and was also associated with 
Dr. Matas in his private practice. While 
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busily engaged in this work, he con- 
stantly kept in view the preparation of 
a fourth edition of his text book, and it 
was while collecting and accumulating ma- 
terial for this work that the idea of ex- 
panding the text book into the present en- 
cyclopedic treatise originated, and from 
this time on, the realization of this project 
became his dominant idea. 

On his return to New York in 1909, he 
gave himself whole-heartedly to the work 
that he had laid before him, and now, after 
ten years of constant, systematic and self- 
sacrificing toil, interrupted only by the ex- 
igencies of practice, he has come to the 
termination of his gigantic enterprise. 

To the intimate friends of Dr. Bickham, 
there is nothing surprising in this remark- 
able achievement. To those who are fa- 
miliar with his splendid ability and long 
training as a teacher of operative surgery, 
with his indomitable will, his steadfastness 
of purpose, his thoroughness, untiring in- 
dustry and extraordinary capacity for dis- 
ciplined, methodical and continued work, 
the successful attainment of a goal, inac- 
cessible to most men, is a perfectly natural 
achievement which must endure as a testi- 
monial to the truth of the old adage,—labor 
omnia vincit—especially, as in this case, 
when the task itself is not only a pleasure 
but becomes an absorbing passion. 





THE DUCROS BILL 


At the last session of the Louisiana Leg- 
islature there was passed the Ducros Bill, 
a law requiring a physical examination of 
the male before marriage, and a certificate 
that the applicant is free from venereal 


disease. In regard to this Bill, the medical 
profession we are sure, agrees that the Leg- 
islature has enacted a law which will go far 
towards making marriage a less hazardous 
affair, and which will ensure better health 
for the progeny. 

Because of the numerous inquiries that 
have been received by the Editor regarding 
this bill, known as Act. No. 164, it has been 
considered wise to apprise the profession 
of the state, in a brief manner, as regards 
the interpretation of the Act as it applies 
to the profession. Especially, does it seem 
pertinent, that we have a clear understand- 
ing as to just what type or types of exami- 
nation are demanded by the Act. 

Medical examination as a condition pre- 
cedent to the application of males for a li- 
cense to marry can be classed under two 
heads: viz, those that deny previous vene- 
real disease and those that admit exposure 














to these infections. Obviously, in the case 
of those with negative history, and where 
physicians can personally avow the pa- 
tient’s integrity, but a cursory examination 
would be expected. On the other hand, 
where the applicant admits having had, at 
some previous date, one or more of the ven- 
ereal diseases, a most circumspect clinical 
and laboratory investigation is demanded. 
Relative to the number of examinations 
necessary, as well as the various kinds of 
investigations indicated, in venereally in- 
fected applicants, the Act fails to specify. 
This is where many of our readers are in a 
quandary. That some outline for the prac- 
titioner becomes necessary needs no argu- 
ment. Through the joint efforts of the 
Louisiana State Medical Society and the 
Orleans Parish Medical Society a commit- 
tee was appointed to confer with the Editor 
in an effort to place before the profession, 
in as terse and lucid a manner as possible, 
a gist of what is to comprise a satisfactory 
examination as required in the Act. 

Under a clinical study must be consid- 
ered, a history of the case, a physical ex- 
amination of the skin, glands, reflexes, etc. 
Visual examination would include, (1) the 
urine (class tests), (2) urethra (for dis- 
charge, palpable glands, stricture, etc.), 
and (3) the prostrate gland and sem- 
inal vesicles, (digital examination per 
rectum, as to size, consistency, etc.). 
Preferably a morning specimen of urine, 
studied microscopically for pus and _ bac- 
teria (centrifugal specimen). If urethral 
smear is obtained, subject/ same to Gram 
stain. 

In cases giving positive histories, no in- 
vestigation can be considered to any degree 
thorough unless patient has been seen three 
separate times, at five-day intervals (upon 
each visit being subjected to the above rou- 
tine). If Wassermann test seems indicated, 
it must remain to the judgment of the clin- 
ician, as to whether it is to be only an ex- 
amination of blood, or of both, blood and 
spinal fluid. 





OBSERVATION 


It is only by observation and the appli- 
cation of reason thereto that we make real 
advances in science and in knowledge gen- 
erally. The story of Newton’s discovery 
or, rather, his observation and his enuncia- 
tion of the law of gravitation is too well 
known to justify reciting here. 

Much of our medical knowledge is the 
result of rational application of informa-- 
tion gathered from observation; progress 
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in methods of examination certainly. origi- 
nates in this way. Laennec’s introduction 
of the stethescope resulted from his obser- 
vation of boys in the Louvre Garden of 
Paris tapping logs of wood at one end while 
others kept their ears to the opposite ends; 
Auenbrugger’s ideas about percussion of 
the chest originated from seeing his father, 
an inn-keeper, tap kegs to find out the level 
of the wines. By observing the effects of 
drugs and other preparations on animals 
and by proper deductions therefrom have 
come many of our most useful remedies 
today, e. g.: arsphenamin, epinephrin, thy- 
roid and pituitary extracts, insulin, etc. 
Proper deductions from observations of 
and on mosquitoes have helped to rid civ- 
ilized countries of much malaria and yellow 
fever; likewise, ticks and Rocky Mountain 
fever, rats and plague, and so on. 

It is hoped and believed that only by 
further and closer observation and by the 
application of knowledge thus obtained will 
the great problems of “the cancers” be ul- 
timately solved. 





SPEAKING OF AUTOPSIES. 


The examination of the body in fatal 
cases of disease or injury is being stressed 
more and more, especially in hospitals. In- 
deed the proportion of autopsies to fatali- 
ties is one of the factors in grading a mod- 
ern hospital. 

When we consider the value of such ex- 
aminations in determining the relation of 
symptomatology to pathology, in other 
words checking up diagnosis, and in check- 
ing up the influence of surgical interven- 
tion, on the outcome of a case, it will be 
seen readily that the value of the necropsy 
is very great. Abundance of autopsy ma- 
terial is thought to have contributed ma- 
terially to the eminence of Vienna as a 
medical center. 


If the ideal could be obtained of an au- 
topsy for every death, many painful les- 
sons would be learned by the profession, 
much good would result. In order to ap- 
proach this ideal of practice, we medical 
men must learn to present the request in 
a manner efficient and tactful. It is said 
that in a well-known clinic the word exam- 
ination is used, not that employed in our 
title. Stress must be laid on the benefit to 
humanity at large, as well as on the pos- 
sible immediate reaction on the welfare of 
the family and on that of the individual 
whose consent is at stake. A friend sug- 
gests that the post-mortem examination 


208 


should be tendered as a service to which 
the family is entitled. 

In order to achieve success we must 
bring to bear in our favor every agency 
that promises to be of assistance. Impor- 
tant in this connection is the co-operation 
of the morticians. A thorough investiga- 
tion of this side of the question by a com- 
mittee of the New Orleans Charity Hos- 
pital Visiting Staff has shown that there 
are inconveniences experienced by the mor- 
ticians in this institution calculated to alie- 
nate their support and tempt them to min- 
imize the number of autopsies in their 
clientele. Delays necessitating loss of em- 
ployes’ time, and technique which makes 
embalming difficult and unsatisfactory, 
are mentioned in this connection. Elimina- 
tion of these institutional faults should be 
affected and steps taken to see that those 
who co-operate do not find virtue their 
only reward. Embalming before autopsy 


has been suggested as a helpful measure. 
The suggestion occurs to us that physi- 
cians may promote an increased ratio of 
autopsies by familiarizing the public with 
such examinations in their own persons. 
If medical men in general were to instruct 
their families to have them autonsied, if 


they would favor autopsies in their own 
relatives, familiarity with such procedures 
would lessen the horror inspired by the 
thought in the laity. Responsible members 
of the family, when approached on the sub- 
ject, could be reminded that medical ac- 
quaintances of theirs had requested this 
service in the event of their own decease, 
or had secured it for their own kindred. 

“Practice what you preach” is a piece of 
advice not lightly to be rejected. 





THIS IS CO-OPERATION. 


Trachoma is defined by the Federal sta- 
tutes as a dangerous, loathsome contagious 
disease. Heavy penalties are imposed upon 
persons, firms or corporations which bring 
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to the United States persons suffering with 
trachoma. It is, therefore, oi the utmost 
importance that ship surgeons maintain 
the highest degree of alertness in examin- 
ing prospective passengers whose destina- 
tion is the United States. To successfully 
accomplish the prevention of the embarka- 
tion of trachomatous persons, ships’ sur- 
geons must be able to accurately diagnose 
the disease. This is not difficult in frank 
cases, but there are many borderline con- 
ditions which may be very puzzling to the 
uninitiated. To the average practicing phy- 
sician (the group from which ship’s sur- 
geons are drawn) trachoma is the unusual; 
to him its differential diagnosis is fraught 
with many perplexities. 


In order to assist ship’s surgeons in ac- 
quiring familiarity with the disease, a plan 
has been put in force by the U. S. Marine 
Hospital at New Orleans, Louisiana, where- 
by any ship surgeon visiting this port may 
receive a thorough clinical demonstration 
of several cases of trachoma. They may 
visit the Marine Hospital any afternoon, 
except Saturday, for this purpose, and 
since there are always several cases of 
trachoma here, a good clinical demonstra- 
tion is always to be had. 

This is a form of public health co-opera- 
tion which affords an additional safeguard 
to the health of the nation and at the same 
time is helpful to shipping agency and im- 
migrant alike. 





PHYSICIANS’ HOME 


As a matter of interest to those interest- 
ed in the problem of a home for aged and 
infirm physicians, we would call attention 
to the article by Dr. Robert T. Morris in 
the September number of “Medical Eco- 
nomics ;” he refers to the good work being 
done in Western New York by the Physi- 
cian’s Home, established through the gen- 
erosity of a doctor of Olean, N. Y. 
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SOUTHERN MEDICAL CONVENTION 


About two weeks more. Are you all set? Of 
course you are. Things are a little slack now 
anyway. Just the thing we need, a week off be- 
fore we begin the winter round of toil and more 
toil. Let’s all go to New Orleans and freshen 
up. Big meeting, live papers, clinics every day, 
entertainment all the time. Boy, pack up, what’s 
the use of staying home. 

Remember we’re boys only once, although men 
all the time. Take both to the Convention, the boy 
and the man in you. Let the man part attend 
to the sober business of the Convention, and 
turn the boy part loose, he’ll take care of him- 
self. Tell him first not to play with the naughty 
bootleggers. While the boy part is getting all 
fussed up and having the time of his young life, 
the man part, the boy’s excess baggage, will be 
very busy with the following very vital and in- 
teresting program: 


Schedule for Scientific Work 


Southern Medical Association, New Orleans, La. 
Monday, Tuesday, Wednesday and Thursday 
November 24-27. 

Section on Medicine— 

Afternoons—Monday, Tuesday, Wednesday. 

Section on Pediatrics— 

Forenoons—Tuesday, Wednesday, Thursday. 

Section on Neurology and Psychiatry— 
Forenoons—Tuesday and Wednesday. 

Southern Gastro-Enterological Ass’n.— 
Forenoons—Tuesday and Wednesday. 

Section on Pathology— 

Forenoons—Tuesday and Thursday. 
Afternoon—Wednesday. 

Section on Radiology— 
Afternoons—Monday and Tuesday. 

Section on Dermatology and Syphilology— 
Monday afternoon. 

Section on Surgery— 

Forenoons—Tuesday, Wednesday, Thursday. 

Sou. States Ass’n. of Railway Surgeons— 
Afternoons Monday and Tuesday. 

Section on Urology— 

Afternoons—Tuesday and Wednesday. 

Section on Bone and Joint Surgery — 
Afternoons—Tuesday and Wednesday. 

Section on Obstetrics— 

Afternoons—Tuesday and Wednesday. 

Section on Eye, Ear, Nose and Throat— 
Forenoons—Tnesday, Wednesday, Thursday. 

Section on Public Health— 
Forenoons—Tuesday, Wednesday, Thursday. 

National Malaria Committee— 

Monday afternoon. 

Conference on Medical Education— 
Monday afternoon (tentative). 

Conference of Presidents and Secretaries of State 
Medical Associations and State Health Of- 
ficers— 

Dinner Meeting—6:30, Tuesday. 

Women Physicians of Southern Medical Associa- 
tion, Tuesday, 5:00 p.m., followed by their 
usual dinner. 

First General Session (Public)—Addresses of 
Welcome, President’s Address and Orations— 
Monday night, 8:00 o’clock. 

Last General Session and Symposium—(Report 
of Council, Election of Officers, etc., fol- 


lowed by a Symposium)—Thursday  after- 
noon. 


Meeting Conjointly with Southern Medical Asso- 
ciation— 

Southern Association of Anesthetists—Mon- 
day, Tuesday and Wednesday. 

Conference of Southern States Statisticians 
—Monday afternoon. 

Conference of Malaria Field Workers— 
Tuesday and Wednesday, forenoons and 
afternoons. 

Presbyterian Physicians Missionary Move- 
ment—Tuesday, 6:30 p.m. (tentative). 

In order that the women physicians attending 
the Southern Medical Association may become ac- 
quainted, a get-together meeting is arranged each 
year. 








DR. CHARLES L. MINOR 
Asheville, N. C. 
President Southern Medical Association 


The Tenth Annual Meeting will be held Tues- 
day evening, November 25th, at 6:30 o’clock, in 
the Patio Royal, 417 Royal Street. The meeting 
will be followed by the annual banquet in the 
large dining room of the Patio at 7:00 o’clock. 
Besides the usual toasts, a musical treat will be 
furnished by the Neweomb Mandolin and Glee 
Club. The Club is composed of twenty energetic 
and ambitious Newcomb girls, full of “pep and 
spirit.” 

There will be ample time after the meeting and 
banquet for the guests to attend the President’s 
Reception at the Athenaeum the same evening. 

The committee hopes that all local and visiting 
women physicians will attend both the meeting 
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and the banquet. Reservations for the banquet 
can be made through Dr. Margaret P. H. Bow- 
den, Charity Hosptial, New Orleans. 

Up to the present date, October 22, 1924, the 
Committee on Scientific Exhibits of the Southern 
Medical Association has listed the following scien- 
tific exhibits: 

Scheppegrell 
Asthma. 

Chas. J. Bloom—Pediatrics. 

Graves—Blastomycosis. 

Perret—Radium applicators. 

Nix—Calculi and lantern slides. 

Gaudet—Pathologie specimens. 

Moursund (Baylor University College of Medi- 
cine)—Anatomy and Pathology. 

Hoge—Pathology. 

O. O. Jones—X-ray pictures. 

Bloodgood—Bone _ exhibit. 

Terry—Pathological technic and specimens. 

Duke—Protein sensitization and allergy. 

Noguchi—Yellow fever in experimental 
mals. 

Iturbe—Trypanosomiasis and Schistosomiasis. 

Matas—Abdominal aneurysms. 

Dept. of Pathology, Tulane (Drs. Duval, Couret, 
Harris and Lanford)—Leprosy, Rat bite fever, 
Periarteritis nodosa, Dengue, Oxyuris Appendi- 
citis, Avian tuberculosis, Blastomycosis. 

Dept. of Medicine, Tulane (Drs. Lemann, Ly- 
ons, Jamison and Hobson)—WMultiple stethophone, 
with daily (4-6 P. M.) demonstrations. Tickets 
must be secured, as the machine only accommo- 
dates 100. Bring your stethoscope. 

Couret—Rabies. 

Dempsey—Vital statistics. 

Granger—X-ray of mastoid region. 

DeBuys—Reverse peristalsis. 

Charity Hospital—X-ray exhibit. 

Louisiana State Board of Health. 

Board of Health of the City of New Orleans. 

Silverman and Menville—X-ray demonstration 
of gall bladder pathology. 

Gondolf—An actinomycete from a case of my- 
cetoma. 


and Thiberge—Hayfever and 
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Southern Medical Convention. 


Clinies will be held at Charity Hospital, Touro 
Infirmary and Hotel Dieu. During the Conven- 
tion morning clinics are to be held in order not 
to interfere with the sessions, and after the Con- 
vention clinics will be held daily for those mem- 
bers desiring to remain. 

New Orleans anticipates a banner meeting, 
both from the scientific standpoint and that of at- 
tendance, so that, unless you have made your res- 
ervation, you had better do it now. 

Something is brewing along entertainment 
lines. The ladies’ entertainment committee, with 
its weekly meetings, is undoubtedly expending 
energy which will bear fruitition. As an unas- 
suming scribe methinks that ‘Vieux Carre,” au- 
tomobile ride, boat ride, tea, ete., certainly in- 
dicate strength and effort along lines of enter- 
tainment. “Quien sabe.” 

Of course the fact that the general chairman 
of the entertainment committee is redolent of 
the odor of coffee and doughnuts whenever he is 
in our neighborhood, leads me to suspect that he 
has an ace up his sleeve,—wouldn’t be surprised 
if he made the inaugural ball reminiscent of the 
old French Market, when coffee for two meant 
that another honor had been upheld by the route 
of the “code duello.”” Chairmen are queer birds, 
again I say ‘‘Quien sabe.” 

Just twixt us, both chairman, ladies and men 
committee of entertainment, are live wires, and 
the committees themselves are crowded with the 
leaders of Southern Hospitality, so you’ll make no 
mistake in being sure that your reservation is 
made in advance. Believe me. 

Concomitant with,—did you hear that? Con- 
comitant with the vital matters of medical inter- 
est, we are lining up for the equally important 
matter of “‘golluf.”” Bring your clubs, oil ’em, lim- 
ber ’em up, because you’re sure enough going to 
need ’em. The committee has lined up the finest 
string of turf destroyers in the history of medi- 
cine, and it looks to me to be a case of “lay on 
McDuff.” “Tournaments to be announced later.” 
Sounds like an auctioneer, now doesn’t it? I'll 
leave it to you. Just like that, cold and formal. 











ELKS’ HOME 
Meeting Place for Sections on Medicine, Pediatrics and Pathology 
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Medical Convention. 











HUTCHINSON MEMORIAL 
Meeting Place for Sections on Radiology and Ophthalmology 


“Tournaments to be announced later.” Watch ’em 
boys. They’re up to something. Cups? Yes. But 
Come and see for 


don’t take my word for it. 
yourself. 

Incidentally New Orleans puts on her winter 
clothes about this time, and, having put her early 


raiments of suppers, theatres, balls, golf, teas, 
hunting, she tops it all with her overcoat of win- 
ter racing, which, by the way, starts on November 
27th, the last day of the convention. Now some 
do and some don’t go to the races. It’s a matter of 
choice “degustibus non est discutantur,” and all 
of that. 

The information is handed to you for what it 
is worth, but, confidentially speaking, don’t let 
the boy part of you find it out. 





SOUTHERN MEDICAL ASSOCIATION 
SPECIAL NOTICE 


The wives and daughters of Orleans Parish 
Medical Society members are asked to be present 
at as many as possible of the social functions to 
be given during the Southern Medical Association 
Convention, November 24th to 27th, so as to as- 
sist the Ladies’ Committee in their function as 
hostesses. 


COMMITTEE ON ARRANGEMENTS. 





Kindly let us use your auto for the Southern 
Medical Meeting. Phone Main 1514. 





MEDICAL ECONOMICS 
Chas. A. Bahn, M.D., Department Editor. 


rv. 


What you probably want to know about life 
insurance is hovw@ much you should profitably 
carry, what kind is best adapted to your needs 
and about what you have a right to expect in 
return for that part of your perfectly good sav- 
ings thus invested. 

The amount of insurance that is best suited 
for your needs and pocketbook can be arrived 
at in several different ways, all of which practi- 
cally end in the same result, thus forming more 
or less of a check on each other. Based upon the 
estimates accepted in most compensation laws, 
the value of a life is approximately three to four 
times the individual’s net yearly income: thus 
if you are earning ten thousand dollars a year 
net, you are entitled to carry between thirty 
and forty thousand dollars of life insurance. An- 
other way is based on a budget plan of your 
income similar to that published in this depart- 
ment two months ago, in which you invest a cer- 
tain amount of your income in insurance, buy- 
ing the amount and kind of insurance that this 
part of your budget can most profitably purchase. 
If you are earning ten thousand dollars a year 


net you should invest about nine hundred in life 
insurance, which, at the age of forty, will pur- 
chase about thirty thousand of the straight life 
plan. The third way is to carry an amount of 
insurance about equivalent to your savings pro- 
gram from increasing age, etc., on the principle 
that your life insurance will provide for yourself 
and family in case of premature disability or 
death, just as your other savings program will 
provide for yourself and family in disability from 
increasing age. Thus if you estimate that your 
savings will be fifty thousand dollars when you 
are fifty-five years of age, which will net you at 
five and a half per cent, approximately three 
thousand dollars per year: you should carry about 
forty thousand dollars of life insurance, because, 
after death, you will practically cease to be an 
expense and in case of productive survival, your 
insurance will augment your other savings pro- 
gram. 

Under ordinary conditions it is neither prac- 
tical nor desirable that a physician try to carry. 
sufficient insurance, the income from which 
would equal his net earnings during his most 
productive years. Thus a net yearly income of 
ten thousand dollars would necessitate approxti- 
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mately one hundred and eighty thousand dollars 
worth of insurance at five and a half per cent 
in order to net ten thousand dollars vearly, that 
would cost at the age of forty, avout fifty-four 
hundred dollars, depending upon the kind of in- 
surance. 

Life insurance is, of course, based upon the 
estimate, at a given age, of life expectancy in a 
reasonably healthy human not exposed to extra- 
ordinary risks. To this risk add about fifteen 
to twenty-five per cent overhead cost of man- 
agement, etc., and you will have the basic rate 
charge for insurance. The insurance company 
has the use of your money usually for many 
years, which, of course, it reinvests productively. 
This simplest form of insurance is called term 
insurance, and is the kind that was issued dur- 
ing the war by the government. The insured 
pays a certain amount monthly, gradually in- 
creasing with age and in case of death before 
sixty-two, the amount of the policy is paid tu 
beneficiaries. This insurance ceases at the age 
of sixty-two and has no loan value. 

The next type is the straight life policy, in 
which the insured pays theoretically as long as 
he lives receiving, however, a certain dividend 
on the invested part of the premiums, which 
practically means that if begun at the age of 
forty and premiums are paid for twenty years, the 
policy will remin in force without further pay- 
ment for about twelve years. The insured can 
borrow on this policy to a certain extent a. a 
comparati¥yely low interest rate, and can sur- 
render it for a fixed amount. 

Next we have the fifteen and twenty-year pay 
policies, in which the premiums are increased, 
likewise the loan and cash surrender values. 

We have the endowment type, in which the 
rremium is still higher, the surrender value great: 
er and the loan value greater. 

The main reason that these different types are 
mentioned is to bring out the fact that in life 
insurance there are two varying factors depend- 
ing upon the type of policy. One is the basic 
risk on life expectancy, on which a fixed charge 
is made, and the other is an additional invest- 
ment feature, in which the policy holder pays 
an additional sum in one form or another, and 
on which he receives a return usually of between 
two and a half and four per cent. Thus the form 
of insurance that you should carry will denend 
upon whether or not you can and will. exclu- 
sive of life insurance, save the difference between 
the term insurance cost and the higher priced 
forms; and that you will positively always real- 
ize more than four per cent net upon your inr- 
vestment. If you cannot meet these require- 
ments, life insurance is a good and safe invest: 
ment for you aside from the protection given 
your dependants though with a rather low inier- 
est rate. If you can and will save the proper 
amount, investing it safely at a greater return, 
there is no reason why you should accept the 
rather low rate which life insurance companies 
pay for the invested amount of your savings. 

The cheaper forms of life insurance ich as 
straight life, are aprarently best adap.ed for 
the more mature and experienced, both in age 
and savings ability, that is, those who will posi- 
tively save and who will profitably and 
safely invest their savings, and who carry life 
insurance practically only for use in ease of 
premature death. The more expensive forms 
such as the fifteen and twenty-year pay and en- 
dowment types are best adapted for the less ex- 
perienced who are thus required to save more 
of their income and who prefer the low rate of 
two and a half to four per cent with safety to 
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a higher rate with the effort and risk necessary 
to make savings earn more 

I have a friend of about forty year: of age 
carrying about forty thousand dollars worth ci 
life insurance of varying kinds. purchased over 
the last fifteen years, who took out another fort) 
thousand dollars worth of straight life insurance, 
the cheapest practical form, cancelled the first 
forty thousand dollars worth, and invested the 
money received therefrom at 6 per cent interest. 
He thus carries forty thousand dollars worth of 
life insurance at about one-half the previous 
cost. He expects to continue this cheaper insur- 
ance until he is about sixty-two years of age, 
when he will cease paying the premiums. The 
insurance will remain in force without further 
payments for over twelve years more and then 
automatically expire. A change of insurance pol- 
icy from a more expensive to a cheaper form, as 
fllustrated in this instance, can usually be best 
accomplished through the company who issued the 
vriginal insurance. 

Generally speaking it is advisable that insur- 
ance be made payable directly to a beneficiary, 
rather than to one’s estate, because in tue tatter 
case an inheritance tax will have to be paid upon 
the entire amount to the Federal Government if 
the estate is in excess of fifty thousand dollars, 
and also to the state less five thousand dollars 
each to wife or children. Should you desire your 
life insurance distributed in some definite way to 
prevent its loss by your beneficiaries, this can be 
accomplished either by a trust agreement, which 
{ have been told is binding in this state only for 
ten years in the case of adults, and the same 
period after minors have become of age; and by 
a written agreement with the insurance company, 
which is apparently binding indefinitely. I have 
been informed that insurance companies pay four 
and a half per cent annual interest on funds thus 
intrusted to them. 

Life insurance made payable to one’s benefi- 
ciaries is exempt from federal inheritance tax un- 
der forty thousand dollars, and Is entirely exempt 
from a state inheritance tax. 


Health, accident and income insurance are forms 
of protection which possibly justify themselves es- 
pecially to physicians because income is usually 
solely derived from personal _ service. Cheap 
to the poorer working classes. In several cases 
which have come under my observation the sick 
or injured have apparently not gotten a square 
deaJ. I do not know how closely these companies 
are regulated by law, but I do believe that the re- 
lation of the total amount paid in by the insured 
as compared to that paid back to the injured, sick, 
etc., in some of these companies, would make a 
forms of this kind of insurance are ujually sold 
sather striking contrast. 

We are indebted to Mr. R. F. Walker and F. S. 
Whitten, who have reviewed this month’s contribu- 
tion and offered suggestions 

During the past several months. we have taken 
up in a simple way a profitable distribution of in- 
come, home ownership and life insurance. It is 
now perhaps desirable that we consider a few 
of the underlying princivles of physicians’ re- 
cords, professional and financial, which will be 
discussed next month. 

Again we say that we will appreciate more evi- 
dence of interest from readers: We don’t care 
about bouquets, but we do invite criticism, prefer- 
ably constructive. It is hard to know without ex- 
pression of opinion, whether or not we are success- 
ful. 

Address communications to Dr. Chas. A. Bahn, 
1551 Canal St. 





NEWS AND COMMENT : 


Lucien A. Ledoux, M. D., Department Editor 


“Every man owes some of his time to the up- 

building of the profession to which he belongs.” 
—Theodore Roosevelt. 

Better set aside four days in November, and 
come to New Orleans for the Southern Medical 
Convention. Hotel accommodations plentiful, 
weather at its best, hundreds of diversifying 
places of interest and amusement. All that a 
great Metropolis can offer, and then the finest 
and largest Southern Medical ever held. 





MONTHLY BULLETIN OF THE SHREVEPORT 
MEDICAL SOCIETY, OCTOBER, 1924 


October scientific Program. 
in charge of Dr. J. D. Young. 

November Scientific Program. Reconstruction 
of Ankylosed Joints. Illustrated with motion pic- 
tures. Dr. W. C. Campbell, Memphis, Tenn. To 
open discussion, Drs. Guy A. Caldwell and H. A. 
Durham. 

December Program. Election of Officers. No 
scientific program. 

Charity Hospital, September 2nd, 1924. 

The Shreveport Medical Society was called to 
orders at 8:10 P. M. by President Butler. Twen- 
ty-four members were present. 

The committee on the application of Dr. J. W. 
Winn reported favorably. 

The scientific part of the program was in 
charge of Dr. I. Henry Smith. The following 
papers were read: Ocular Headaches, by Dr. R. 
C. Young. Headaches of Nasal Origin, by Dr. L. 
W. Gorton. Aural Headaches, by Dr. I. Henry 
Smith. Discussion by Drs. J. D. Young, Cassity, 
Barrow, Crow, Boyce. Closing by Drs. Young, 
Gorton and Smith. 

The written application for membership of Dr. 
L. W. Gorton and N. G. Nasif was read and re- 
ferred to a committee. Dr. Nasif being a mem- 
ber of the Louisiana State Medical Society, Dr. 
Rigby made a motion which was seconded and 
passed that Dr. Nasif be accepted as a member of 
this Society. 

New Business: 

Dr. Heath requested that physicians use the 
services of the Board of Health and announced 
the future publication of a bulletin by the Board 
of Health advocating periodic health examinations 
in an effort to reduce the mortality rate. 


Dr. Sentell made a motion that the rules be 
suspended and that the application of membership 
of Dr. V. Simmons be voted upon. The motion 
was seconded but failed to pass. Dr. Simmons’ 
application was read and referred to a committee 
composed of Drs. Sentell, I. H. Smith and Cassity. 

A motion was made, seconded and passed that 
Dr. D. A. Mohler be recommended as worthy of 
reciprocity with any state. 


ROBT. T. LUCAS, Secretary-Treasurer. 


Neuropsychiatry, 





SEVENTH DISTRICT MEDICAL SOCIETY 


The Seventh District Medical Society met at the 
Majestic Hotel, Lake Charles, Louisiana, on 
Thursday, September 25, 7:30 p.m., with a large 
attendance. President Moody and _ Secretary 
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Young officiated. After a delightful repast, the 
following papers were read: Dr. L. L. Cazena- 
vette, New Orleans, “The Systematic Neurologic 
Examination of Patients.” Dr. Hermann B. Gess- 
ner, New Orleans, “The End Results of Trau- 
matic Surgery.” Dr. George Kreeger, Lake 
Charles, ““Ethylene Anesthesia.” Dr. W. H. See- 
mann addressed the society on the lines and pur- 
poses of the Louisiana Tuberculosis and Public 
Health Association. President C. V. Unsworth, 
of the Louisiana State Medical Society, was in at- 
tendance and took part in the discussions of the 
Society. 





SIXTH DISTRICT MEDICAL SOCIETY 


The meeting of the Sixth District Medical So- 
ciety at Baton Rouge on October 15th was prob- 
ably the best attended in the history of the or- 
ganization, with 100 doctors present when the 
meeting was called to order by President Dr. R. 
P. Jones. 

The address of welcome was delivered by Dr. 
Lester J. Williams, followed by Dr. S. K. Simon, 
who read a splendid paper on the Duodenal Tube. 
Common Disorders of the Heart Met with in Gen- 
era! Practice was ably presented by Dr. C. L. 
Eshleman, with Dr. Paul MclIlhenny closing the 
scientific program with an essay on Infantile Pa- 
ralysis. 

Col. I. D. Wall delivered the annual oration on 
the Relation of the Law to Medicine. 

As a tribute to the honored guests, the Society 
elected to Honorary Membership Dr. Chas. V. 
Unsworth, Dr. J. A. O’Hara, Dr. W. H. Dalrymple, 
Dr. S. K. Simon, Dr. C. L. Eshleman, Dr. Paul Mc- 
Ilhenny and Col. I. D. Wall. 

The meeting was held at Our Lady of the Lake 
Sanitarium, the magnificent hospital erected by 
the Franciscan Sisters on University Lake. 

The laboratories of the institution were inspect- 
ed by the visiting doctors, after which dinner was 
served in the hospital by the student nurses. 





ST. TAMMANY PARISH MEDICAL SOCIETY 


After recessing during the summer months, the 
St.,. Tammany Parish Medical Society resumed its 
regular sessions by holding its regular monthly 
meeting on Friday, October 10th, at the Southern 
Hotel, Covington. 

Dr. T. B. Sellers, of New Orleans, read a very 
interesting and instructive paper on “Carcinoma 
of the Cervix.” It was very freely discussed, 
and thoroughly appreciated. In addition, Dr. 
Sellers made several valuable suggestions as to 
the “Use and Abuse of Pituitrin.”” At the con- 
clusion of the scientific session, Dr. Sellers was 
tendered a vote of thanks and elected an Hono- 
rary member of the Society. 

At the Executive Session, Dr. G. McG. Stewart, 
of the East and West Feliciana Medical Society, 
who is now located in Covington, was elected a 
member by transfer. 

Suitable resolutions of condolence were ordered 
drawn on the recent death of Dr. P. L. Cusrachs, 
of Mandeville, who died recently in New Orleans. 

The next meeting of the Society will be held in 
Slidell on Friday, November 14th, next. 
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Attending the meeting were Dr. J. K. Griffith, 
President; Dr. F. R. Singleton, Secretary-Treas- 
urer; and Drs. Geo. Pennington, H. E. Gautreaux, 
J. F. Buquoi, H. D. Bulloch, G. McG. Stewart and 
A. G. Maylie. 





HOMOCHITTO VALLEY MEDICAL ASSOCIA- 
TION 


A free clinic was held at the Natchez Hospital 
under the auspices of the Homochitto Valley Med- 
ical Association, October 7th, 1924. Dr. Willis 
Campbell, noted specialist in bone surgery, in 
charge. . 7 

The facilities of the Natchez Hospital Clinic 
were arranged by Dr. J. C. McNair, Superinten- 
dent This clinic was largely attended, not only 
by the Natchez physicians and surgeons, but from 
neighboring counties and parishes, including the 
following: Drs. Wharton, of Willetts; Dr. Clark, 
of Lorman; Dr. Ratcliff, of McComb; Dr. Dick- 
inson, of McComb; Dr. Butler, of Liberty; Dr. 
Magoun, of Vidalia; Dr. Walker, of Bude; Dr. 
Whitaker, of St. Joseph; Dr. Smith, of Jonesville; 
Dr. Everett, of Bude; Dr. Mullens, of Bude; Dr. 
McGee, of Fayette; Dr. Townes, of Union Church, 
and Dr. Pope, of Centreville. 

Many of the doctors brought patients that have 
been under their treatment to the clinic for diag- 
nosis by Dr. Campbell. A majority of the pa- 
tients were children, although a number were 
adults. 

Following the clinic at the Hospital, the mem- 
bers of the Homochitto Valley Medical Society 
had lunch at White’s with Dr. Campbell as the 
guest of honor, and after this he gave a brief 
lecture at the Baker Grand Theatre. 





More than 100 physicians and surgeons of New 
York have combined to relieve the lack of hos- 
pital accommodation for private patients, and as 
a result Hudson Towers hospital-hotel is now 
nearing completion, and will be opened early next 
year, representing a capital investment of $3,500,- 
000. 





Two delicate tonsillectomy operations performed 
in an emergency under the illumination of an 
ordinary pocket flashlight were recent illustra- 
tions of the ingenuity of modern surgery as dem- 
onstrated at the Phoenixville Hospital, Phoenix- 
ville, Pa., by one of the staff surgeons. 





Those responsible for goiter surveys made in 
universities are now presenting some interesting 
data on the subject of goiter and the percentages 
are so high in the goiter belt that they warrant 
attention of medical men. 





Upon adjournment of the 25th Annual Meeting 
of the American Proctologic Society, which was 
held June 23-25, in the New York Academy of 
Medicine, some twenty of the members journeyed 
to London on invitation of the English Fellows, 
who are the leaders of the specialty in Great 
Britain. 





BETTER CARE FOR MOTHERS 


A Nation-Wide movement to improve mater- 
nity conditions has been begun by the American 
Gynecological Society, the American Child Health 
Association, and the American Association of Ob- 
stetricians, Gynecologists and Abdominal Sur- 
geons 
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7,478 industrial accidents to young workers 
under 21 years of age occurred in one year in 
three states, according to a study just completed 
by the Children’s Bureau of the U. S. Department 
of Labor. 





In a lecture “Bakteriologie und Patentrecht,”’ 
by Dr. Fritz Warschauer, Berlin, Patent Agent, 
delivered on the recent meeting of German scien- 
tists and physicians at Innsbruck, the bacteriology 
has been, for the first time, discussed minutely 
from the point of view of the German Patent 
right. The lecturer showed on hand numerous 
specifications that the German Reichs-Patentamt 
has, in acknowledging a justified claim, granted 
patents for bacteriological process. According to 
former decisions an invention was considered to 
be patentable in Germany only if it related to me- 
chanical or chemical treatment or working up of 
raw materials, viz. if by technical means a techni- 
cal effect was obtained. In praxi the Reichs-Paten- 
tamt has, however, given up this antiquated no- 
tion, probably in consideration of the development 
of the bacteriologic science, and by a recent de- 
cision it has expressly acknowledged that proc- 
esses and methods are patentable which utilize 
the vital proceedings of nature. A list combined 


by the lecturer showed that many famous scien- 
tists and leading chemical factories are inventors 
and proprietors of the bacteriological patents. 





Removals: Dr. L. C. Spencer, from Shreveport 
to New Orleans, Louisiana. Dr. Don S. Marsailles, 
from Shreveport, Louisiana, to Amarillo, Texas. 
Dr. Robert A. Davis, from 510 Medical Building 
to 1208 Maison Blanche Building, New Orleans. 
Dr. J. A. McDevitt, from Shubuta, Mississippi, to 
Gulfport, Mississippi. 





MEDICAL NEWS ITEMS 


The semi-annual meeting of the Fourth District 
Medical Society will be held in Shreveport on No- 
vember 12th. Dr. T. J. Fleming, of Mansfield, is 
president, and Dr. J. W. Heard, City Bank Bldg., 
Shreveport, is secretary. 

The Tri-State Medical Society of Arkansas, 
Louisiana and Texas will hold its 20th annual ses- 
sion in Shreveport on December 9 and 10; papers 
by members and disinterested guests are expected 
to make this meeting a banner one. Dr. A. C. 
Chase, of Texarkana, is president, and Dr. F. H. 
Walke, Ricou-Brewster Bldg., Shreveport, is sec- 
retary. 

The people of Shreveport and vicinity are 
awaiting with much interest the appointment of 
the new board of directors of Shreveport Charity 
Hospital by Governor Fuqua. It is understood 
that there will be changes in the personnel of 
the staff, as the present superintendent, Dr. W. 
P. Morrill, has, according to reports, accepted a 
position in Indianapolis. 

The staff of the new North Louisiana Sanitar- 
ium, composed of the resident members of the 
North Louisiana Clinic and the visiting men, was 
organized on October 9th. The following officers 
were selected to serve for the balance of this year, 
viz: Dr. Thos. Ragan, President; Dr. Geo. B. Dick- 
son, Vice-President; Dr. M. D. Hargrove, Secre- 
tary. Regular monthly meetings will be held on 
the fourth Tuesday of each month. 





PUBLICATIONS RECEIVED 


The MacMillan Company: “X-Rays and X-Ray 
Apparatus,” by John K. Robertson. “A Text- 
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book of Surgical Handicraft,” by J. Renfrew 
White, M. S., F. R. C. S. “The Clinical Examina- 
tion of Surgical Cases,’ by J. Renfrew White, 
M. S., F. R. C. S. 

J. B. Lippincott Company, Philadelphia and 
London: International Clinics, Vol. III, thirty- 
fourth series, September, 1924. 

Funk & Wagnalls Company, New York and 
London: “Health of the Worker, How to Safe- 
guard it,’”’ by Lee K. Frankel, Ph. D. ‘The Child 
in School, Care of its Health,” by Thomas D. 
Wood, M. D. “Your Mind and You, Mental 
Health,” by George K. Pratt, M. D. ‘“Adoles- 
cence, Educational and Hygienic Problems,” by 
Maurice A. Bigelow, Ph. D. “Home Care of the 
Sick,” by Clara D. Noyes, R. N. ‘Exercises for 
Health,” by Lenna L. Means, M. D. 

Paul B. Hoeber, Inc., New York: Annals of 
Roentgenology, A Series of Monographic Atlases, 
edited by James T. Case, M. D. ‘“‘Normal Bones 
and Joints,” by Isidore Cohn, M. D., F. A. C. S. 
with a foreword by Rudolph Matas, M. D. 

C. V. Mosby Company, St. Louis: ““Fundamen- 
tals of Human Physiology,” by R. G. Pearce, 
B. A., M. D. 

G. W. Carnrick Co., New York: “Organother- 
apy in General Practice.” 

Renouf Publishing Company, Montreal: “Stu- 
dents’ Guide to Operative Surgery,” by Alfred 
T. Bazin, D. S. O., M. D. 

Harvard University Press: 
Conception of Mental Disorders,” by 
MacFie Campbell, M. D. 

Reprints—‘‘Controlled Diaphragmatic Breath- 
ing in the Treatment of Pulmonary Tuberculosis,” 
by S. Adolphus Knopf, M. D. 


“A  Present-day 
Charles 


Operative Surgery, covering the operative tech- 
nic involved in the operations of General 
and Special Surgery, by Warren Stone Bick- 
ham, of New York City, M. D. and Phar. M. 
(Tulane)—M. D. (Columbia)—F. A. C. S., 


ete. Containing 6,378 illustrations, many in 
colors in six volumes, 8° and a separate Sev- 
enth desk Index Volume. W. B. Saunders, 
Publishers, New York and London (1924). 

This treatise may be regarded as an encyclo- 
pedia, since it covers in its scope the entire field 
of operative surgery, including the operations of 
gynecology, obstetrics, genito-urinary, orthopedics 
and the eye, ear, nose and throat specialties. It 
is the outgrowth of the Author’s Textbook of 
Operative Surgery, 3rd Edition, which was pub- 
lished in 1908. Some idea of the magnitude of 
this treatise may be obtained by the following 
facts: It embraces six large octavo volumes with 
the addition of a seventh general index volume; 
2,000,000 words and over’ 6,300 illustrations, 
many in colors, and made expressly for this work. 
Forty-six artists were kept busy for four years 
under the supervision of the author, who devoted 
the greater part of ten years towards its com- 
pletion. Save for the artists, the author has 
worked at this huge task unassisted by outside 
collaborators, depending upon his own experience 
and knowledge of the literature to bring the text 
to the latest and most approved standards of 
surgical technic. 

The subject matter of these six volumes is 
divided into three parts or divisions, subdivided 
into 97 chapters. Part 1 (four chapters) includes 
the General Principles and Procedures that are 
common to all operations; Part II (twenty-five 
chapters) the general surgery of the tissue sys- 
tems, arteries, veins, lymphatics, nerves, tendons, 
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muscles, etc. This division also includes skin graft- 
ing, plastic surgery, dermoplastics, artificial pros- 
thesis, amputations, including the cinematoplastic 
methods; artificial limbs, etc.; Part III (seventy- 
two chapters) is devoted to regional surgery, in 
which all the operations in the various regions and 
organs of the body are individually considered. 
The first three volumes of the series which have 
reached us contain respectively 846, 1097 and 
965 pages, including the indexes to each volume. 

It would be impossible in the limits of this 
review to give anything like an adequate de- 
cription of this treatise and of the thorough, 
painstaking manner with which the author has 
developed each subject and dealt with it in all 
its multitudinous phases. Nothing is omitted that 
could excuse anyone from understanding an oper- 
ation through lack of detailed explanations. If 
such a thing were possible as learning how to 
operate solely from books this surely would be an 
unfailing guide. This reminds us of a spicy com- 
ment once made by Warren Stone, (after whom 
the author is named, who said “that surgeons who 
had learned to operate from books and plates 
should be allowed to operate solely upon them,” 
and yet, perhaps, no one appreciated the aid of 
books and plates more than he did. 

The author’s long training as a teacher of oper- 
ative surgery is evident in many instances when 
well standardized operations are described, in 
which the directions are given with a precision 
and order that remind us of a military maneuver. 
One of the distinguishing features of the book, 
and also, the reminder of a long and well ac- 
quired didactic habit, is the orderly, methodical 
and systematic manner in which all the matter 
is classified and presented. The discussion of 
the topographical or regional anatomy which pre- 
cedes the description of every important operation 
is conspicuous throughout the book. From this 
point of view this treatise may well be regarded as 
a synopsis of surgical anatomy, as well as a trea- 
tise on operative surgery. We are old-fashioned 
enough to believe that the importance attached by 
the author to surgical applied anatomy in the 
training of the surgeon can never be exaggerated 
and is most opportune now at a time when knowl- 
edge of anatomy is apparently at a discount, and 
is regarded by, unfortunately, too many ambi- 
tious, but unbaked surgeons, as an unnecessary 
superfluity. It would seem that as long as the 
operator can keep out of the aorta, a knowledge 
of the trilogy,—‘‘cut, clamp and tie,” with per- 
haps the addition of a pair of rubber gloves and 
a dab of iodine,—is quite sufficient license to dig 
into the body with safety. Fortunately for those 
who appraise anatomy on such easy terms, a 
glance at this book will quite suffice to shatter 
their philosophy. 

In a cursory survey of the three volumes that 
lie before us we are immediately struck by the 
lucidity with which all the elements of wound 
treatment are considered. For instance, in vol- 
ume I, no one can fail to be instructed by the 
complete review of the many and diverse methods 
of knot tying in ligating and suturing. We know 
of no treatise, American or foreign, in which the 
ingenuity of surgeons in devising methods of liga- 
tion and suture, are better exhibited than in this 
work. We commend this chapter to the especial 
attention of teachers of minor surgery as_ they 
will find here the material for the lucid exposi- 
tion of a knowledge of fundamental importance 
that is usually very imperfectly taught, and, still 
less, acquired by the average student or surgical 
assistant. In the same volume the chapters on 
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amputations, including the cinematoplastic and 
the adaptation of artificial limbs, will prove es- 
pecially interesting and new to many readers. 

In the second volume, the Surgery of the Vas- 
cular System is presented in a modern way that 
is unrivalled in any other treatise. The author’s 
original contributions to the operative treatment 
of arterio-venous aneurism, which have notably 
contributed to the advance in the treatment of 
this type of aneurism, and his association with Dr. 
Matas in New Orleans have given him a special 
interest and competence in this branch of Sur- 
gery which is well shown in this discussion. The 
same praise may be given to the surgery of the 
specialties, eye, ear, nose and throat, and of the 
brain and the spinal cord, which constitute the 
bulk of the matter discussed in this volume. 


In the third volume, the general surgeon will 
be especially interested in the discussion of the 
more familiar surgery of the thyroid and mam- 
mary glands and in the more arduous problems 
of thoracic and mediastinal surgery. In all these, 
the same meticulous care to bring the subject up 
to date will be noted. In dealing with the thy- 
roid we regret that the illustrations that appeared 
in Professor Halsted’s “Operative Story of Goi- 
tre,” in which the several stages of Halsted’s 
operation are presented with an anatomical ac- 
curacy and artistic finish that are only possible 
in the master hands of a Brodel, have not been 
utilized for this special chapter. The supreme 
heights of Art attained by Brodel and his pupils 


have not only revolutionized the older and primi- 


tive standards of Medical illustrating in America, 
but have made us perhaps fastidious and over crit- 
ical in our tastes. We should be thankful, how- 
ever, that there are so many non medical artists 
who are able to grasp the details of surgical anat- 
omy and operative technic with as much lucidity 
and excellence as we see in this book. 


The author and the publishers are to be warmly 
congratulated on the completion of the most com- 
prehensive, systematic treatise on pure operative 
surgery and surgical technic that has been issued 
by the Medical Press of this country as the result 
of the unaided effort of one author; nor do we 
know of any treatise on operative surgery in for- 
eign countries that can compare with this in com- 
pleteness and volume and copiousness of illus- 
trations that have been the outcome of one man’s 
unaided efforts. There are, of course, many 
great systems and encyclopedias of surgery and 
of pure operative surgery, which have appeared 
in America and abroad, and which reflect the 
greatest credit upon the literary ability and activ- 
ity of surgeons throughout the world, but all 
these are co-operative works, in which many 
authors have united in collaboration to produce it. 

_The appearance of this great work is invested 
with special significance at this moment in the 
history of medical publishing in this country. It 
indicates at least three things. First, the ex- 
istence of surgeons of ability and experience who 
are capable of engaging single-handed in enor- 
mous literary enterprises and who are satisfied 
to consecrate a large part of their lives to their 
consummation; second, the willingness of publish- 
ers to risk a large financial outlay in their produc- 
tion; third, the confidence of both authors and 
publishers in the readiness of the professional 
public to back them with their material support. 
While there is nothing new in this tripartite co- 
operation of author, publisher and the public in 
the publications of large and exhaustive treatises 
of this character, the event is significant in the 
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fact that it gives the best proof of the enormous 
development of Surgery in this country and of 
the deep and widely diffused interest that is 
taken in its purely technical problem. In other 
countries, especially in the continent of Europe, 
—Germany, France Italy,—where the relations 
of the publishers of scientific books and the uni- 
versities as sources of the most important profes- 
sional literature, are invested with a semiofficial 
character, the situation is quite different from 


. that which obtains in this country. There the pol- 


icy of the publishers is largely dictated by what 
the great leaders in the universities think is nec- 
essary or important for the advance of their re- 
spective departments, as well as for the national 
prestige. There the scientific, surgical or lite- 
rary value of the book is the first consideration, 
its commercial or marketable value is of second- 
ary importance as long as the cost and a small 
margin of profit can be expected from it. In 
this way, books dealing with subjects of the most 
abstruse character and circumscribed scientific 
interest, necessarily of very limited circulation, 
and commercially unprofitable——always find a 
ready publisher. No doubt the status of labor 
and the economic situation in Europe have much 
to do with the situation. Here it is otherwise. 
The relations between the publishers and the uni- 
versities and the teachers who contribute the 
largest quota of authorship is not as closely in- 
terdependent and the publishers must look to the 
marketable quality of his book before he will ven- 
ture on a large outlay. There are, of course, al- 
ways exceptions, but medical publishing is essen- 
tially a commercial enterprise in which the matter 
of production is dependent upon the demand and 
sale of the product. Viewed from this point, the 
appearance of such a costly production as the one 
before us is an encouraging sign of the times, as 
it shows that the publishers have felt the profes- 
sional pulse and decided that the time is ripe for 
the prescription. In this, we fully agree and 
feel confident that the author and his publishers 
will reap a reward that will fully come up to 
their expectations. A work of this character 
must necessarily be a book for consultation and 
reference. It is evident that the conquests of 
surgery are constantly pushing forward into new 
territories and that the tactics and strategy of 
Surgery are also shifting and varying with every 
advance. It is notorious that surgical, even more 
than medical text books, begin to grow old from 
the moment they leave the press, and even while 
they are being printed. The value of a reference 
book, especially in operative surgery, lies in the 
fact that it is a basic source of information up 
to the time of its publication. But from that time 
on, the reader who intends to keep up with prog- 
ress must supplement the book of reference with 
the new contributions that are steadily pouring 
in from all quarters. To do this, the special sur- 
gical journals, year books and periodical publica- 
tions must be read and kept on file. With this 
proviso, the progressive student, general practi- 
tioner and specialist in surgery can safely invest 
in this sumptuous work with the assurance that 
they will not only get back their money’s worth 
but will lay the foundation for a reference library 
of incalculable value on modern operative surgery. 





Dr. Rudolph Matas, Professor of Surgery at 
Tulane University, was honored with the presi- 
dency of the American College of Surgeons, at 
their recent Conference held in New York City. 





